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THE CANADIAN RED CROSS SCHOOL MEAL STUDY* 


By THE FOLLOWING INVESTIGATORS 


The late Frederick F. Tisdall, M.D., Elizabeth 
C. Robertson, M.D., T. G. H. Drake, M.B., 
S. H. Jackson, Ph.D., Hospital for Sick 


Children and Department of Pediatrics, 
University of Toronto 


H. M. Fowler, Ed.D. and J. A. Long, Ph.D., 


Department of Educational Research, 
University of Toronto 


HE purpose of the study was to observe the 

effects of a well-balanced school meal on 
the growth, the physical and dental condition, 
the mental development and school achieve- 
ment and the absenteeism of the children. Its 
effects on the eating habits of their families 
were also investigated. The study had to be 
carefully planned because of the following 
considerations : 

1. Economie conditions were good in Canada 
at the time. It was recognized that because 
of the relatively high level of employment, 
service men’s gratuities, and children’s al- 
lowances, most of these children would likely 
be receiving fair meals at home. 

2. It was not expected that the effect of one 
good meal each school day, that is, five meals 
out of twenty-one each week, over a period of 
only two years, would be great. 

Plan of the study.—The Toronto Department 
of Health suggested that children attending 
the three schools known as Park, Dufferin and 
Sackville in the Moss Park area would prob- 
ably be the most suitable for the purpose. This 
part of the city was chosen because its popula- 
tion was relatively stable and was representa- 
tive of a low income group. 


* As this study was of national importance it was 
financed by the Canadian Red Cross Society. The late 
Dr. Tisdall was chairman of the National Nutrition Com- 
mittee of this Society. . 
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Lucien Brouha, M.D., School of Medicine, Laval 
University, Quebec 


R. G. Ellis, D.D.S., Faculty of Dentistry, 
University of Toronto 


A. J. Phillips, Ph.D., National Committee for 
School Health Research 


Rosamund Stevenson Rogers, M.A., Nutrition 
Services, Canadian Red Cross Society 


It was decided that a sample consisting of 
200 children receiving the school meal and a 
second group of 200 controls, not receiving the 
meal, would satisfy the statistical requirements. 
In order to be sure of having 200 pairs at the 
end of the study it was estimated that ‘the 
number at the beginning should approximate 
300 pairs. Children from five and a half to ten 
and a half years of age at the outset were 
chosen. 

To obtain 300 pairs of children, 1,000 of them 
were given preliminary medical and dental ex- 
aminations so that none having gross physical 
defects such as heart disease or albumin in the 
urine would be included. Their weights and 
heights were taken and all were given group 
intelligence tests. The school records of the 
children were consulted in order to match 
them at the outset on school achievement. In- 
formation coneerning the families’  socio- 
economic conditions was obtained by home 
interviews carried out by City Public Health 
nurses. We are much indebted to them for this 
assistance. 

In all, data for matching the children were 
obtained on each of the following points: the 
school, grade and classroom; the average 
marks during the previous school year; the 
chronological age, mental age and intelligence 
quotient; the condition of the teeth, tonsils, 
heart and urine; the racial origin and time in 
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Canada of the father and mother; the stability, 
atmosphere, eating habits, and sleeping ar- 
rangements in the home; the recreation and 
sleeping hours of the child; a total economic 
status score obtained from the home interview 
form; the nurse’s rating of the home and re- 
marks concerning special conditions. 

Pairs of children were matched exactly on 
sex, medical examination, school grade and 
classroom, and as closely as possible on age, 
height, weight, economic status, dental condi- 


tions, mental ability and school achievement. : 


One child of each pair was placed in the con- 
trol group and ate at home as usual, whereas 
the other received the school lunch. This was 
done in order to determine whether the gain 
of the lunch group was greater than the ex- 
pected gain. The member of each pair to re- 
ceive the school meal was chosen at random 
with the following exceptions: (1) Members of 
one family were placed in the same group. (2) 


The grouping for 20% of the pairs was decided 
by their parents who wished their children to 
be in the control group only. The parents were 
almost all Canadian 
European origin. 


born or of Western 


Methods used for following the progress of 
the children.—(1) Blood samples were taken 
at regular intervals throughout the study to 
determine the nutritional status of the chil- 
dren by biochemical means. Frequent chemical 
analyses of the food as served were made. 

2. Five food surveys at 6-monthly intervals 
were carried out in the homes for two purposes ; 
(a) To get information on what was lacking in 
the children’s diets so that the school meals 
might compensate for these deficiencies. (b) 
To obtain data on the family food habits at the 
beginning and the end of the study. 

3. A complete medical examination was given 
at the beginning, half way through and at the 
end of the study. Physical measurements were 
made more frequently. 

4. Measurements of physical fitness were 
made every 6 months. 

5. A careful dental examination was given at 
the beginning and at the end. 

6. The pupils were tested for school achieve- 
ment and intellectual development every spring 
during the three years. 

7. Records of absenteeism were kept. 

The lunch room opened in January, 1947, and 
closed in April, 1949. The lunches were served 
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in the basement of a church situated within 
easy walking distance from all three schools. 

The analysis of the data was complex be- 
cause there were several divisions in the study 
and each division provided a large number of 
questions to be answered. The statistical side 
of the planning of the study and all of the 


Statistical analysis of the results were carried 


out under the direction of H. M. Fowler. 
Approximately 12,000 MHollerith cards were 
punched for facilitating the analysis of the data 
by means of an I.B.M. machine. 


BIOCHEMICAL INVESTIGATIONS 

Biochemical investigations were included to 
provide objective evidence of differences in 
some of the dietary factors between the school 
lunch and control groups. Due to practical 
considerations, the biochemical tests were con- 
fined to those that could be applied to amounts 
of blood obtainable from a single finger stab. 
Bessey and Lowry? have developed a variety 
of micro techniques that enable one to de- 
termine a number of components on a very 
small sample of blood or serum. We used their 
methods in this study with little or no modifica- 
tion. Determinations were made of hemo- 
globin, serum protein, ascorbic acid, vitamin A, 
carotene, and serum riboflavin. 

In addition to these blood studies, periodical 
collections of duplicate school lunches were 
made and analyzed for calcium, iron, protein, 
caloric value, thiamine, riboflavin, niacin, and 
ascorbic acid. Collections were made of one 
week’s meals once a month. A more detailed 
account of the analytical methods used will be 
published elsewhere. 


RESULTS 

School lunch analyses.—The average results 
for all the meal analyses are shown in Table I. 
The standard deviation is also shown. The 
third column gives the proportion of the recom- 
mended daily allowance (1948) of the Food 
and Nutrition Board, National Research 
Council, Washington, that was present in the 
lunches. It can be seen that the lunches made 
a sizeable contribution to the day’s meals and 
could make up for a considerable dietary de- 
ficiency in the home. 

Blood analyses: General.—EKight collections 
of blood were made during the study. The first 
of these was made in December, 1946, before 
the school lunch program was begun. Other 
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TABLE I, 
ANALYSES OF ScHOOL LUNCHES 


Fraction 

of N.R.C. 

Mean Standard allowance 

Dietary factor valve deviation (approz.) 
Ascorbic acid mgm.............. 33.7 + 9.8 1/2 
Thiamine See eo 0.50 + 0.12 1/2 
Riboflavin See eee 0.84 + 0.10 1/2 
Niacin Wag 5 oinlnds « Soe 6.5 = 1.46 1/2 
Calcium Mahe okie sav i ree 0.53 + 0.06 1/2 
Iron mgm 5.60 + 2.1 1/2 
Protein...... Beta ia eae sta aee 26.2 + 14.7 2/5 
Energy EO 225 cckas roe 705.0 + 56.0 1/3 


collections were made in early spring, in the 
early fall, and in mid-winter. 

The biochemical analyses showing significant 
effects are presented in Figs. 1 to 3. In each 
ease the school lunch group has been sub- 
divided into two divisions. School lunch group 
A, comprising 87 children, attended 90% or 
more of the lunches. School lunch group B 
were those children who attended less than 
90% of the lunches. The latter group decreased 
in size as the program progressed, due to 
failure to attend the lunches or to removal from 
the school district. There were 215 children in 
this group in the beginning and 129 at the 
fifth collection. Thereafter the number re- 
mained quite steady, decreasing only to 113 by 
the eighth collection. Of these only 12% had 
attended less than half of the lunches. The 
control group consisted of 290 children at the 
beginning. This decreased progressively to 216 
children at the end of the study. The statisti- 
cal methods used to assess the significance of 
the observations will be published elsewhere. 

Serum ascorbic acid.—Fig. 1 shows the mean 


Serum Ascorbic Acid 





Collection Period 


Fig. 1—The effect of the school lunches on the mean 
serum ascorbic acid. 
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values observed for serum ascorbic acid. Sta- 
tistical analyses revealed that the apparent dif- 
ferences shown at the first, third and sixth 
collection were not statistically significant. 
This was to be expected as the first collection 
was made before the lunches were started, 
while the third and sixth collections were made 
shortly after the summer vacation during 
which no lunches were served. On the other 
hand, the differences at all other collections 
were highly significant. Hence there is no 
doubt that the school lunches did raise the 
serum ascorbic acid level of those pupils who 
attended them. 


Serum Carotene 
Ags fo rs 
130 





lo fee Lie a ie 
Collection Period 
Fig. 2.—The effect of the school lunches on the mean 
serum carotene. 


Serum carotene.—Fig. 2 shows the values ob- 
served for the serum carotene at the various 
collections. The differences between the means 
at the first, third, and sixth collection were 
not significant. The difference between the 
means of each school lunch group and the con- 


Vitamin A 





| School Lunch 


6 a 8 
Dec. wofMas Tone epi] Dee [Malone Sepi] Des [tar 39 


Collection Period 


Fig. 3.—The effect of the school lunches on the mean 
serum vitamin A. 
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trol was significant at the other ‘collections. 
Hence the school lunches also raised the level 
of the serum carotene. 

Serum vitamin A.—Fig. 3 gives the graph of 
the serum vitamin A values. Here the differ- 
ence of the means is smaller than seen in the 
ascorbie acid or carotene observations. The 
significance of the differences between the 
means for the school lunch Group A and the 
control and between the means for the school 
lunch Group B and the control, were tested 
separately. 
were no significant differences. At collection 
4 the differences for both Group A and B were 
significant. This is interesting because the ad- 
dition to the lunches of cod liver oil capsules 
containing 5,000 units of vitamin A had been 
begun in September, 1947, about the time of the 
third collection. The difference of the means 
of Group A and the control remained highly 
significant on all remaining collections, inelud- 
ing collection 6 after the summer vacation. 
Hence the effect on the serum of the extré 
vitamin A consumed during the school term 
lasted over the summer vacation. On the other 


hand, the level of significance of the difference 


of the means of Group B and the eontrol 
dropped at collection 5 and the difference at 
collections 6, 7 and 8 were not significant. 
Hence it appears that vitamin A consumed in 
the amounts that were consumed by Group A 
have a statistically significant effect on the 
level of the serum vitamin A. This extra vita- 
min A consumption was about 20,000 to 25,000 
units per week for ten months of the year. 

Hzemoglobin.—There was no statistically sig- 
nificant difference between the means of any 
of the three groups at any collection. There 
was a progressive significant rise in the hemo- 
globin during the course of the study which is 
attributed to the inerease in hemoglobin 
normally observed in children of this age 
group as they grow older. 

Serum protein.—There was no significant dif- 
ference observed between any of the groups 
either at any single collection or over the dura- 
tion of the study. 

Serum riboflavin.—Here again there was no 
significant difference in the mean values for 
any of the three groups at any collection. 


DISCUSSION 
The biochemical investigations have shown 
that the school lunches definitely increased the 
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amounts of ascorbic acid, carotene and vitamin 
A in the blood serum of the school lunch chil- 
dren. The differences observed were highly 
significant statistically. Whether they were 
significant nutritionally is another matter. Un- 
less they can be correlated with other bene- 
ficial physical, medical, or mental effects this 
will remain open to question. It is not likely 
that a child with a serum ascorbic acid level 
of 1.08 mgm. % (mean of Group A, collection 
4) will derive any additional beneficial effect 
from it compared to one with a level of 0.76 
mgm. % (mean of controls, collection 4). 
Therefore it is unlikely that the ‘‘average’’ 
child benefited nutritionally from the extra 
ascorbic acid supplied by the school lunches. 
However, it is possible that there were indi- 
viduals who entered on the lunch program in 
an inadequate nutritional state in respect to 
ascorbie acid and who derived some _ benefit 
from the meals. Taking 0.50 mgm. % as a 
more or less arbitrary adequate level of ascor- 
bie acid in the serum, special control and 
experimental groups were made up of children 
who were below this value at the first collec- 
tion. The differences at later collections be- 
tween these special groups were about the same 
as the differences between the original groups. 
However, the values assumed some nutritional 
significance in this case as they made the dif- 
ference between a low and an adequate level, 
rather than between an adequate and a super- 
fluous amount. About half the children fell in 
these special groups. 

The differences observed for carotene and 
vitamin A were so far from being nutritionally 
significant that they did not warrant the in- 
vestigation of special low-level groups. 


Home DIETARY SURVEYS 

Home dietary surveys lasting one week were 
carried out on about one-quarter of the families, 
divided about equally between the school lunch 
group and the controls. Trained workers went 
to the home at a time convenient to the mother, 
and weighed all the food on hand. The mother 
then listed the amount and cost of all the food 
she bought in the next seven days, and the 
worker checked this with her daily. Finally all 
the food left over at the end of the week was 
weighed and recorded. The mother recorded the 
meals eaten by the child or children taking part 
in the study. Information regarding the number 
of meals eaten out by the various members of 
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the family and other pertinent data was ob- 
tained. 

The first home survey was earried out in 
November, 1946, three months before the lunch 
room opened. The surveys were repeated, nearly 
always on the same families, every May and 
November during the study. The fifth and last 
one was carried out in November, 1948. It was 
found that the food bought by the control 
families was somewhat superior to that of the 
school lunch families at the first survey, but the 
contrary was found at the last survey. On the 
average the families were buying quite good 
amounts of milk and milk products, high vitamin 
C foods and meat, poultry and fish at the be- 
ginning of the study. Consequently these 
families should have been in relatively good 
nutritional condition. A detailed analysis of the 
food habits of the individual families is being 
undertaken at the present time. 

A very brief summary of the average differ- 
ences in the family food spending between the 
last survey (November, 1948) and the first 
(November, 1946) is shown in Table IT. 
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types of food near the end of the school lunch 


period than they were before it began. In con- 
trast to this, the control families were buying 
less of these foods. It is also evident that the 
control families had not inereased their expendi- 
tures on foods (due to the increased cost of 
food), as much as the school lunch families. 
Actually one would have expected the reverse 
to have occurred as none of their children were 
receiving free school lunches. Consequently, it 
appears that the provision of excellent school 
lunches resulted in an appreciable improvement 
in the food buying habits of these children’s 
families. 
MeEpIcAL EXAMINATION 

All children were examined physically by one 
of two pediatricians, both senior physicians on 
the active staff of the Hospital for Sick Children, 
Toronto, in .November, 1946, November, 1947 
and at the end of the study in March, 1949. At 
no examination did the pediatrician know to 
which dietary group the child belonged, nor did 
he have before him any record of previous 
findings. 


TABLE II. 
CHANGES IN FaMILy Eatine Hasits 





Change from November 1946 to November 1948 


a I I ies 508s ses wane x cde ce enes baeds 





School lunch families 


High vitamin C foods (citrus fruits and tomatoes, fresh or 


_ canned, and raw cabbage)......... 2.2... ccc ee ecee 
See I Pe I, og ie nc kba adic n wad eesasat 
Pe A I 5.9 2g orcs Ws toy a oh ee a ee 


Increased expenditure on all foods. ..................... 





As for the amount of the other types of foods 
bought, no differences of any significance be- 
tween the two groups of families were noted. 
When the differences found at the time of the 
last survey as shown in Table II were analyzed 
statistically (using the individual family rec- 
ords) it was evident that the school lunch 
families were eating significantly more of the 
high vitamin C foods and of meat, poultry and 
fish than the controls. At the last survey the 
school lunch families were eating about 20 
mgm. more of vitamin C per day than the con- 
trol group. The differences between the buying 
habits of the two groups in regard to milk and 
milk products, except butter, and fruit, except 
citrus, were probably significant statistically. 
The differences in the use of vitamin A rich 
vegetables were not significant at all. 

In summary, it is evident that the school 
luneh families were buying more of the best 


~ 


~ 8% increase 6% loss 
a 8% increase 33% loss 
11% loss 22% loss 
es 6% increase 9% loss 
ea 3% increase 20% loss 
% $1.09 per person $ .74 per person 
per week per week 


Physical examination consisted of general 
inspection, with particular attention to any de- 
formities of the chest and long bones indicative 
of rickets, auscultation of the heart and lungs, 
estimation of pulse rate and blood pressure and 
examination of the hair, eyes, lips, tongue and 
skin for signs which may be indicative of vita- 
min deficiency. The thyroid gland was pal- 
pated, the tonsils were examined for size and 
inflammation and the anterior and posterior 
cervical glands were palpated. If any ab- 
normal condition was encountered in the hair, 
eyes, lips, skin, tongue or skeletal system, the 
findings were corroborated by the second 
pediatrician both as to its presence and degree. 

The head was examined for staring hair; in 
the eyes particular attention was directed to- 
wards the presence of conjunctival elevations ; 
lips were observed for swelling, redness, fissur- 
ing and angular stomatitis; in the tongue, 
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papillary atrophy or hypertrophy, fissuring and 
colour change were noted. The skin was exam- 
ined for sebaceous changes, xerosis, folliculosis, 
hyperkeratosis and permanent goose flesh. 

In every child, at each examination, these 
signs were individually charted as to their 
presence or absence. For those that were de- 
tected, the severity was graded as: ‘‘+’’ 
(slight change) or ‘‘t++’’ (moderate to 
marked). 

Points of particular interest to the medical 
profession in this study are (1) the proportion 
of primary school children presenting the signs 
listed above; (2) whether certain of these ab- 
normalities of the hair, eye, lip, tongue and 
skin, which are considered by some, but a 
greatly decreasing number of investigators, as 
pathognomonie of dietary deficiencies, are fre- 
quently produced by environmental changes 
such as wind and weather; and (3) what effect 
the school lunch had on the health, as indicated 
by the signs given above, of the school children 
under observation. 

It is manifestly impossible in this article to 
present the detailed tables of the results. These 
will be published elsewhere. Only a summary 
of the findings will be given. 

At the initial examination in November, 
1946, the percentage incidence of the various 
medical signs found present at the moderate or 
marked degree level, which includes all those 
that would be of clinical significance, was as 
follows: 


TABLE ITA. 
PERCENTAGE INCIDENCE OF MODERATE OR MARKED SIGNS 


Staring hair—not seen. ..........ccccccccecces 
Conjunctival elevations—not seen 


see eee e eee eeee 


NY ian ih ialhinidedew Vem inne ee 1.0% 
ie Lor ce ihe ac a Rene Be a 0.3% 
I ae iia a nila Ate Vd acm hcl id ele hs 1.6% 
Angular stomatitis—not seen.................. 

Tongue, papillary atrophy..................... 0.3% 
Tongue, papillary hypertrophy................. 5% 
SSCL Se 0.6% 
Abnormal coloration of tongue—not seen ....... 

Skin sebaceous changes—not seen.............. 

IN hiner te hi See onl he 2k & Vin cag abd Dixcace Rene RES 0.7% 
ER chisel a ke 04s wad aee ce wmnbina ed 0.2% 
PINES OUND TID 6 5. 5 oo iis cvswesn ivdincuces 0.8% 
I a ce a det le a reek Las 1.5% 
I dk ss 6a Vancdb ehiden ce doaketece 13.9% 
I i i i a ies ee ae .0% 
Enlarged anterior cervical glands............... 15.5% 
Enlarged posterior cervical glands.............. 2.0% 
Enlarged thyroid—not seen.................... 

Bony changes indicative of rickets.............. 0.2% 


Because of the extremely small number of 
cases that showed, at any examination, signs 
rated as being present in a moderate or mirked 
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degree (see Table IITA), the analysis of the find- 
ings was carried out on the basis of the 
presence of any of these signs even in the 
slightest degree. 

In some instances the group partaking of the 
school lunch was subdivided into the good at- 
tenders whose record of attendance at the 
school meal was 90% or more, and the poor 
attenders. 

Tables (not shown here) were drawn up 
comparing the distribution of the signs in each 
of the groups at various examinations together 
with the examination time most favoured, that 
is, the time, either November, 1946, November, 
1947 or March, 1949 when the least percentage 
of children in each of the groups, that is in 
the good attenders, poor attenders and control, 
showed each of these signs. On this analysis 
it was quite notable that when the school meal 
group was favoured the control group was also 
favoured. Therefore it appears to be more 
easy to explain the results in terms of the con- 
ditions that affected all the children, 7.e., the 
kind of weather to which they were exposed at 
or before the time they were examined rather 
than in terms of differences between the 
groups. In other words, there appears to be 
considerable support for the hypothesis that 
seasonal differences were much more important 
than whether the children were or were not 
partaking of the school meal. 

However, what we are interested in is 
whether the school lunch group was more 
favoured than the control group. In Table IIT 
are grouped all the signs where the differences 
were at all large, together with a statistical 
analysis to discover whether the net change 
favoured the school lunch attenders or the con- 
trol group. 

To clarify this table, the figures given for 
hyperkeratosis will be explained. It will be 
noted that the percentage loss for hyperkeratosis 
in the total school lunch attenders was 8.5% 
(the difference between the percentage who de- 
veloped the symptom and the percentage in 
whom the sign disappeared). The corresponding 
loss for the control group was 14.7%. In other 
words, the control group lost more than the 
school meal group. The difference is 14.7% - 
8.5% = 6.2%, which is the net study gain; when 
the school lunch group was favoured this gain 
is shown as a positive quantity in the column 
marked ‘‘net study gain’’ when the control 
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group was favoured it is shown as a negative 
quantity. The next column shows the standard 
error (S.E.) of the net study gain. This is 
determined by a statistical formula. In general, 
a gain has to be at least twice as large as its 
standard error before the result is said to be 
statistically significant. It is to be noted from 
Table III that only in the case of fissured tongue 
does the result approach statistical significance, 
and even here it does not quite reach that level. 
From this table one must conclude that the 
school luncheon did not appreciably improve 
the children as judged by these examinations. 
There remains one other possibility. It some- 
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times happens that although none of the indi- 
vidual differences are large, a majority of the 
differences will favour one group or the other. 
An investigation of this possibility is what might 
be called a ‘‘pattern analysis’’. Pattern analysis 
may be quite important in this study because it 
might be argued that economic conditions being 
what they were, and the study period being 
relatively short, and the number of school meals 
being such a relatively small part of the total 
number of meals, one could hardly expect any 
large differences to be forthcoming. However, 
surely the differences as a whole, small though 
they might be, should favour the school lunch 


TABLE III. 


CoMPARISON OF THE ToTAL ScHoot Luncu Group WITH THE CoNTROL GROUP WITH RESPECT TO THE INCIDENCE 
or Various MEDICAL SYMPTOMS AT THE BEGINNING AND END OF THE STUDY. 














———_—————. Condition ———————_ 
No change Change during 
during study stud 
Absent Present Dis- Deve- Netstudy S.E. of net Significance 
Symptom Group throughout throughout appeared __loped gain study gain of gain 
Percent Percent Percent Percent Per cent Per cent 
Hyperkeratosis School lunch 77.3 3.0 5.6 14.1 
(N =198) 
6.2 4.3 N.S.* 
Control 78.4 2.3 2.3 17.0 
(N =218) 
Lip swelling School lunch 56.4 8.9 20.3 14.4 ~- 
(N = 202) 
-2.9 5.9 NS. 
Control 52.5 10.7 22.8 14.0 - 
(N =215) 
Lip fissure School lunch 18.7 29.8 48.5 3.0 
(N =198) 
6.4 via N.S 
Control 18.6 29.3 45.6 6.5 
(N =215) 
Tongue fissure School lunch 84.5 0.0 13.9 1.6 
(N = 122) 
8.3 4.3 N.S 
Control 89.8 1.6 6.3 2.3 
(N = 127) 
Enlargement of School lunch 22.5 37.5 17.0 23.0 
posterior v =200) 
cervical 5.9 6.2 N.S 
glands Control 18.8 39.9 14.7 26.6 
(N =218) 
Inflammation School lunch 47.9 16.1 16.8 19.2 
of tonsils (N = 167) 
0.8 6.2 N.S 
Control 48.1 20.1 14.3 17.5 
(N = 189) 
Rickets School lunch 89.9 0.5 6.1 3.5 
(N = 198) 
1.2 3.0 N.S 
Control 90.2 1.0 5.1 3.7 
(N =214) 
Folliculosis School lunch 75.4 4.7 4.7 15.2 
(N =191) 
—6§.2 4.3 N.S. 
Control 81.1 1.4 6.6 10.9 
(N =212) 


*N.S. =not significant. 
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group! The results of such investigation are 
shown in Table IV. In Table III we considered 
only the eight factors that showed the largest 
differences, but Table IV summarizes the results 
for the whole fifteen factors, disregarding the 
sizes of the differences. It is to be noted then 
that when the toial school meal group is com- 
pared with the control group, 9 of the differences 
favour the school meal group, 3 favour the con- 
trol group, and in three the differences are zero. 
By making the appropriate test we were able 
to determine that this is not a significant pat- 
tern. 
chanee and therefore we have no reason to be- 
lieve there is a real difference between the 
control group and the total school lunch group. 
However, when we compare just the good at- 
tenders with the control group the results are 
more striking. Here we discover that of the 
fifteen differences, twelve favour the school 
lunch group, although some of these are of course 
very small. This is a definitely significant pat- 
tern—at the 1% level. This finding is rather 
interesting because it suggests that if there had 
been regular attendance and if the observation 
had been earried out for a longer period of time 
more generally significant results might have 
been obtained. 


TABLE IV. 
ANALYSIS OF MEDICAL SYMPTOMS 


Change from November, 1946 to March, 1949 
of Distribution of Symptoms 








Between school 
lunch (90 to 100%) 
attendance 
and control 


Between 
school lunch 
Group favoured and control 
School lunch............ 9 12 
3 3 


15 
Pattern not 
significant 


0 
Pattern significant 
at 1% level 


ota 
Significance of difference. . 


APPRAISAL OF GROWTH 


Almost invariably the measurements were 
made by the same assistants, and with the same 
apparatus. The technique was’ constant 
throughout. 


In other words, this could easily arise by. : 
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Methods of measurement : 

1. Weights—At approximately six-monthly 
intervals, the children were weighed both in 
their indoor clothing—that is, with their shoes 
and jackets or sweaters removed—and stripped. 

2. Heights.—The heights were taken without 
shoes at the time they were weighed. 

3. Cristal heights.—The distance between the 


‘jliae erest and the soles of the feet with the 


child standing, was measured on four occasions 
throughout the study. 

4. Additional measurements for use of Mc- 
Cloy’s tables.—These measurements were taken 
by the same methods? and with apparatus simi- 
lar to that used by Professor C. H. McCloy of 
Iowa State University. The technicians carry- 
ing out these measurements had been trained 
by. him. This method was used in November, 
1947 and February, 1949. The measurements 
made were as follows: four of the skin and sub- 
cutaneous fat, using spring calipers; the elbow, 
knee and bi-iliae widths; the chest cireumfer- 
ence and the maximum girths of the four limbs. 

The McCloy Weight Index is determined by 
dividing the child’s actual weight by his 
‘“ideal’’ weight (based on the sex, age and 
bony measurements, corrected for fat) and 
multiplying this fraction by 100. At the present 
time it provides the most accurate method of 
following a child’s growth. 

5. Girths of fore-arms and thighs. — These 
measurements were made four times during the 
study, the first shortly before the lunch room 
opened and the last a short time before it 
closed. Care was taken to see that the child’s 
right arm and right leg were in the same re- 
laxed position on each occasion. The cireum- 
ference of the arm was taken at a point three- 
quarters of the distance from the distal end of 
the ulna to the olecranon on the same side. 
That of the thigh was taken at a point one- 
third of the distance from the lower edge of 
the patella to the lower edge of the right 
external malleolus. Care was taken to see that 


TABLE V. 
INCREASES IN STRIPPED WEIGHTS AND STANDING HEIGHTS WITHOUT SHOES 


Average stripped weight in pounds 


School lunch 


children Controls 


56.8 
72.0 


15.2 


Date 


January 1947 
February 1949 


Average standing height 
without shoes, in inches 


oe lunch 
children 


49.6 
54.4 


4.8 


Controls 


49.3 
54.0 


4.7 
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a uniform degree of tension was put on the 
tape when the circumference was measured. 
The two points chosen gave the maximum 
circumference for the limbs measured. 

Results of Measurements: 

The increases in weight and height are shown 
in Table V. 

Therefore, during the 2 years in which the 
lunchroom was in operation, the school lunch 
children gained on the average only 7/10 of a 
pound more in weight and 1/10 of an inch more 
in height than the controls. These differences 
were not found to be significant statistically, 
nor would they appear to be significant practi- 
eally. The average cristal height measure- 
ments showed the same average increase in the 
two groups of children. 

The increase in forearm and ealf cireumfer- 
ences are shown in Table VI. 
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index of 100. In November, 1947, the school 
lunch and control groups were evenly matched, 
but at the last examination both of the school 
lunch groups, and especially the good at- 
tenders, had moved considerably nearer the 
ideal of 100 than the controls. 

When the records of the individual children 
were compared, the figures shown in Table VIII 
were obtained. 

As measured by the McCloy weight index, 
the pattern of changes from 1947 to 1949 was 
significantly better (at the 2% level) for the 
school lunch group than for the control group. 
The McCloy upper arm indices and fat indices 
showed no differences between the school lunch 
and the control children. 

In summary, the school lunch resulted in 
slightly better growth in the children receiving 
it. 


TABLE VI. 
AVERAGE MaximuM CIRCUMFERENCE OF FOREARM AND CALF 











Average maximum forearm 














Maximum calf circumference 
































circumference in inches in inches 
School lunch School lunch 
Date children Controls children Controls 
my THe vee eS, 7.21 7.25 10.09 10.09 
Pememery TOG. wo. ccccciensss 7.95 7.92 11.36 11.25 
SNE i blot baa cee 0.74 0.67 1.27 1.16 
TaBieE VII. 
AVERAGES OF McCoy WerGut INDICES 
; —_——— School lunch group—— — 
Good attendance Poor attendance Control group 
No. of o. of No. of 
Index Date Index cases Index cases Index cases 
Weight (base 100) November 1947 97.49 87 97.35 163 97.50 262 
February 1949 99.47 87 98 .82 115 98.35 220 
Change towards 
normal +1.98 +1.47 +0.85 





The differences in favour of the school lunch 
children appear slight and probably are not of 
practical importance. However, the statistician 
reported that the difference between the two 
groups in the calf measurement gains was 
statistically significant at the 5% level, which 
means that it is probably significant, as in only 
5 times out of 100 would it oceur by chance. 

Results obtained by McCloy method.—These 
results are shown in Table VII. A child whose 
weight is normal for his height and build 
should, according to this method, have a weight 


PHYSICAL FITNESS TESTS 
Method.—Physical fitness was measured by 
means of a modified form of the step test which 
was used to assess the fitness of the armed forces 
during the last war. The test consisted in step- 


TasBie VIII. 
CHANGES IN McCoy Wetrcnt INDICES FROM 1947 To 1949 


School lunch Control 

group group 
Gain shown by............. 90 children 77 children 
Lem shown BY: . 2.5.00... 4: 26 children 45 children 
No change shown by........ 86 children 98 children 
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ping up and down a platform 14 inches high 
at the regular rate of 30 times per minute. 
After some preliminary trials it was decided 
that the duration of exercise’should be two min- 
utes for the younger age group (born in 1940 
or later) and three minutes for the older chil- 
dren. As soon as the exercise was completed, 
the children sat down on the platform and were 
told to relax and be quiet. After 30 seconds’ 
rest, a pulse count was taken for 30 seconds. 
After another 30 seconds, a second pulse count 


of 30 seconds was taken and again 30 seconds: : 


later, a third pulse count was taken. A fitness 
index was derived from the values of the pulse 
and its rate of deceleration. Those finishing the 
exercise with lower pulse rates and showing 
faster deceleration are more fit than those with 
higher pulse rates and slower deceleration. 

This index is a measure of the capacity of 
the cardiovascular system to withstand a certain 
amount of physical exertion and to recover from 
it. It increases with training and decreases with 
lack of training, illness, malnutrition or general 
poor health. 

The test was used in order to see if any dif- 


ference would be found between the school — 


lunch and the control groups. The investigation 
was based upon the idea that the better feeding 
of the group receiving the school meal might 
produce a higher level of physical fitness. 

Results.—These can be summarized as follows: 

1. Over the 2-year period of this study, all 
groups, school lunch and control, boys and girls, 
showed a gain in physical fitness. This is very 
likely due to growth and increasing age. 

2. The school lunch group and the control 
group had closely similar scores both at the 
beginning and the end of the study. The dif- 
ference in- mean gain was not statistically sig- 
nificant, indicating that the school meal program 
did not improve significantly the physieal fitness 
as measured by this test. 

3. Nevertheless, when the boys and girls were 
considered separately, it was found that the 
mean gain in fitness score was practically the 
same for the school lunch and the control groups 
of boys whereas for the girls, the mean gain was 
greater for the school lunch group. The differ- 
ence was not quite large enough to be statisti- 
eally significant, but it was sizeable and it 
favoured the school lunch group. 

4. When the school lunch and control groups 
were combined and the physical fitness of- the 
boys was compared with that of the girls, it was 
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found that even in this early age group, the 
boys were already more fit than the girls. It 
was also found that the physical fitness of the 
boys increased more than that of the girls during 
the two-year period of the study. This result 
strongly indicates that a better program of 
physical education would be beneficial for the 
girls who very probably have lower fitness and 
show less gain because of lack of regular and 
adequate physical exercise. 

5. On the basis of previous experiments, one 
can assume that if the children had been in a 
state of real malnutrition at the beginning of 
the study, a significant difference between the 
school lunch group and the control group would 
have been found at the end. As no significant 
difference in the physical fitness of the two 
groups was found, one might conclude that in 
the absence of real malnutrition, school lunches 
do not greatly improve physical fitness. 


THE DENTAL EXAMINATION 


The objective of the dental team was to de- 
termine the results of the school meal on the 
health of the teeth and gums. 

Methods.—The observations in this field in- 
eluded a detailed examination of the teeth, sup- 
ported by bite-wing x-rays to reveal hidden 
cavities; an examination of the hard and soft 
structures supporting the teeth; an x-ray exam- 
ination to disclose supernumerary teeth, miss- 
ing teeth, and other abnormalities; in addition 
to colour photographs of the tissues, lacto- 
bacillus counts of the saliva and other routine 
examination procedures. Two comprehensive 
dental examinations were undertaken for each 
child, the first shortly before the lunch room 
was opened, and the second a short time after 
it closed. 

To summarize the results obtained, four 
factors have been chosen for presentation here. 
These factors, it was thought, might be sensi- 
tive to the benefits of the school meal provided 
for the children in that group. These include: 

1. Oral hygiene.—Upon a eareful examination 
of the surfaces of the teeth, the oral hygiene 
was recorded as Good—Fair—Poor. A change 
from poor to good was counted as a gain. 

2. Lactobacillus count of the saliva.—Three 
specimens of saliva were examined for lacto- 
bacillus. The first at the commencement of the 
study; the second at the end of one year, and 
the third at the end of the study. A reduction 
in the count was considered as a gain. 











Canad. M. A. J. 
June 1951, vol. 64 


TISDALL AND OTHERS: 





ScHooL MEAL Stupy 487 








3. Gingival tissue texture.—The texture of the 
gingival tissue was recorded as_ stippled 
(normal) and smooth (where the stippling is 
lost due to slight inflammatory changes). A 
change from smooth to stippled is counted as 
a gain. 

4. Bleeding potential of the gingival tissues 
was tested with a pressure instrument and re- 
corded as negative if no tendency to bleeding 
and positive if bleeding was evidenced. A 
change from positive to negative was recorded 
as a gain. 

For the purpose of evaluating the figures 
obtained in this study, cases rated ‘‘Poor’”’ on 
the first examination who showed improve- 
ment during the study were elassified as 
‘‘Gains’’ and cases with good rating at the 
onset who changed to poor rating at the end 
of the study were classified as ‘‘Losses’’. 

Results—A comparison of the results obtained 
for the school lunch group and the control 
group, Tables IX and X, shows so little differ- 
ence between the relative performance of the 
two groups, in these four criteria, that the re- 
sults were not statistically significant. Many 
other factors for which data were obtained in 
the study showed similar results which are not 
presented in Tables IX and X. 

The net study difference was obtained as fol- 
lows: for each group the percentage of 
‘‘gains’’ and the percentage of ‘‘losses’’ were 


obtained; then the percentage of ‘‘losses’’ was 
subtracted from the percentage of ‘‘gains’’ to 
obtain the net gain per cent for each group; 
the difference between these two net percent- 
age gains is what is called the ‘‘net study 
difference’’.* 

An examination of the results for dental 
caries experience suggests that the school 
lunch group and control group are not essen- 
tially different for each of the factors, decayed, 
filled and missing teeth, but a study of the sum 
of these three factors favours very slightly the 
school lunch group, but again the difference is 
not large enough to reach the point of statisti- 
eal significance. The results also would not be 
expected to be of practical significance. 

Valuable data have been accumulated in the 
dental records compiled in this project which 
will provide material for a series of independ- 
ent studies, not directly associated with the 
influence of the school meal, but pertaining to 
dental problems. For example, during the last 
six months a study of the eruption of the teeth 
of children in the age groups included in the 
study, has resulted in a very significant contri- 
bution to the relationship between eruption 
sequence of teeth and malocclusion. 


PsYCHOLOGICAL DEVELOPMENT AND SCHOOL™ 
ACHIEVEMENT 


The purpose of the work of the psychological 


TABLE IX. 
Tota Scnoou Luncn Group vs. Controt Group 





No. of cases 








School Net study School Significance 

Factor lunch Control difference lunch Control of result 
ine St ita cies yan dp ine a cM 188 198 3% xX Not significant 
Saliva counts 

UR RSENS Sc 5 Ses ns pda Bis dea Oa Po 133 144 2% X = . 

SPER ir obk ick Co waiaeaapaan etal 171 183 2% x " ” 

SENN OURS CNN cc hots ons or sinaliren aca ca rN aiaeates hae! 141 153 3% xX - ” 
ee ee ve 189 205 9% x “ “ 
CN MUI si sien sss dies eidoer ale eh aditaneoces 171 181 5% xX - ” 

TABLE X, 
Scuoot Luncun Group witH Goop ATTENDANCE (90% OR BETTER) vs. ConTROL GrouP 
Yee on ; No. of cases Group favoured - 
School Net study School Significance 

Factor lunch Control difference lunch Control of result 
IN aiid a ng ae i ear At ae 81 198 5.4% xX Not significant 
Saliva counts 

oP ee BS ae ore 57 144 0.7% xX L ‘ 

A err oe oe ere er 77 183 2.3% X *y 

5 OS C00 aiiy onal es arenes eae 55 153 7.0% ; X ™ 

(Sierras Cineine SemIG 5. iw a eo ies eo 80 205 12.7% x : = 
IIE cr tities a ueet ken cans 70 181 9.9% X : 





Group favored 
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and achievement division of the school meal 
study was to assess the effect of the school meal 
on the mental and scholastic development of 
the pupils involved. The measures employed 
were: (1) School marks in the subjects of the 
curriculum as recorded by the teachers. (2) 
Seores on intelligence tests. (3) Scores on ob- 
jective tests in reading and arithmetie. 

Data were gathered on these measures in the 
springs of 1947, 1948, and 1949. The analysis 
of the data presented some difficulties: (1) 
Teachers’ marks are not highly reliable; (2): 
Different intelligence and achievement tests 
had to be used for different classes and at dif- 
ferent times in the study. For instance, the 
intelligence test appropriate for pupils in 
Grade 5 could not be used in Grade 1, and the 
arithmetic test administered to Grade 2 pupils 
in 1947 would not do for the same pupils when 
they were in Grade 4 in 1949. However, since 
the school lunch and eontrol groups were 
matched and treated in identical manners, and 
since we are interested only in comparative 
growth, these difficulties should iron them- 
selves out and should not favour one group 
over the other. 

The analysis of the results involved 
elaborate statistical procedures which need not 
be gone into here. It is sufficient to record that 
in none of the measures employed did the 
growth of one group differ significantly from 
the growth of the other. In some measures the 
school lunch group appeared to improve 
slightly more than the control; in others the 













Rates of Absences per 1,000 Pupil-Days 


TABLE XI. 
EFrect oF AGE ON ABSENTEEISM 
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reverse was true; but every difference was so 
small as to be readily attributable to chance. 
The evidence does not indicate that the school 
meal program had any effect in accelerating 
mental or educational development. 

When the study was being set up, such a re- 
sult was anticipated. Evidence on the relation 
of nutrition to mental processes is too meagre 
to lead us to expect that two hundred meals a 
year for two years will effect so uncontrollable 
a factor as intelligence. 


ABSENTEEISM 


In this division of the study, data were gath- 
ered on each absence which occurred among the 
school lunch and control children from Febru- 
ary, 1947 through March, 1949. These data 
were analyzed for each group as a whole and 
also for each pair of children. Between the 
two groups absence for all causes varied only 
slightly—the average number of days lost per 
child in the school lunch group was 18.4 days 
and it was 19.8 days in the control group. Cer- 





_tain small differences in rates of absence between 


the two groups were also revealed. For medical 
causes only, the rate of absence per 1,000 pupil- 
days was 36.0 for the school lunch children and 
39.8 for the control children. For non-medical 
causes, the rates of absence were 7.9 and 7.5 
respectively. Attendance at the feeding centre 


and these rates were related as follows: among 
the children who attended the centre for 80% 
or more of the meals the rate of absence for 
medical causes dropped from 36.0 to 31.8 and 
for non-medical causes, from 7.9 to 7.4. 





Initial age 





Group 
Cause of absence 
Medical 
Non-medical 











—__— 514 0 8% years —__—— 8 to 10% years —— 
School lunch Control School lunch Control 
ae 39.0 30.7 41.0 


8.4 7.2 6.1 














Sex 


TABLE XII. 
EFFECT OF SEX ON ABSENTEEISM 


Rate of Absences per 1,000 Pupil-Days 





Group 





Cause of absence 
ir bat Yas nena pabaaln ba ean ame aah iti 
Non-medical 

















————— Boys —————— ———-- Girls ——-—_——— 
School lunch Control School lunch Control 
a) BOSS 37.1 35.7 43.0 
-ates Ee 7.8 7.6 7:8 
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Differences in rates of absence were revealed 
for different age groups and for each sex, see 
Tables XI and XII. 

The significance of the differences in amounts 
of absence for medical and non-medical causes 
between the two groups was tested statistically. 
Such a test requires that the absence for each 
pair of participants be separated into that ex- 
perienced by the school lunch partner and that 
experienced by the control partner. The results 
of this analysis showed that the two groups were 
not significantly different in terms of absence 
for medical or non-medical causes. 


CONCLUSIONS 

For a little over two years, an excellently 
planned and prepared school lunch was served 
to a large group of publie school children aged 
D14 to 10% years at the outset. These children 
were living in a cheap-rent district and their 
parents were earning low incomes. The price 
of food was relatively low when the study 
started. A well matched group of children ate 
at home and served as controls. The physical 
condition of the children was good at the begin- 
ning and no visible change resulted from the 
lunches. The gains in height, weight, and in 
the circumference of the forearm and calf were 
slightly higher in the school lunch group but 
the improvement was probably of no practical 
significance. The girls receiving the school 
lunch improved slightly more in physical fitness 
than the control girls. The boys did not. The 
lunches provided approximately 14 of the reecom- 
mended daily dietary allowances (N.R.C., Wash- 


ington, 1948) and resulted in higher levels of 
asecorbie acid, carotene and vitamin A in the 
serum of the school lunch children. 

Home dietary surveys revealed that the buy- 
ing habits of the school lunch children’s families 
improved during the course of the study, where- 
as those of the control families beeame worse. 
The school lunch children showed no improve- 
ment in the condition of their gums or in their 
intelligence tests or school progress as compared 
with the controls. The sum of the decayed, 
missing and filled teeth in the school lunch chil- 
dren and their absences from school were very 
slightly less than those of the controls. 

In general the effect of the school lunch on 
the children was very small, but as was men- 
tioned previously, their economic condition was 
relatively good throughout the whole study. 


A great number of individuals took part in this work, 
including many Red Cross volunteers who helped super- 
vise the lunch room and assisted in the medical and other 
examinations. The directors of the various divisions are 
also indebted to the following persons for invaluable 
expert assistance; Miss W. Leightner, B.H.Se., Miss P. 
Scott, Miss W. M. Johnston, R.T., Miss R. Pocock, Miss 
M. Wilms, B.A., Miss J. M. Wardlaw, M.S., Miss E. W. 
Porter, B:A., Miss M. Fasken, B.A., Miss F. Service, 
B.A., Mrs. J. Caven, B.Sc., Miss M. V. Ball, B.A., M. 
A. Cox, M.B., Margaret Currie, D.D.S., W. J. Dunn, 
D.D.S., 8. A. MacGregor, D.D.S., W. G. McIntosh, D.D.S., 
Miss D. F. J. Berry, M.A., Miss M. Smale, and Mrs. G. H. 
Lofts, photographer, and others. 

We are also much indebted to the teachers, principals, 
and other educational authorities for their kind €- 
operation. 
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THE INFLUENCE OF STH, ACTH AND 
CORTISONE UPON RESISTANCE 
TO INFECTION* 


Hans Selye, M.D., Ph.D., D.Sc., F.R.S.C. 


Institut de Médecine et de Chirurgie 
expérimentales, Université de Montréal, 


Montreal, Que. 


S soon as adequate amounts of cortisone be- 
eame available for experimental purposes it 
was noted that heavy overdosage with this gluco- 
corticoid compound decreases resistance to in- 
fections. Thus in rats receiving large doses of 


* A brief synopsis of this work was presented before 
the Laneaster Branch of the American Association for 
the Advancement of Science, April 4, 1951. 
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cortisone, it was found that this hormone “pre- 
disposes to the formation of pulmonary abscesses 
presumably due to a diminution of resistance 
against the normally non-pathogenic microbes of 
the bronchial tree”.' Subsequent observations in 
rats confirmed these findings and _ showed, 
furthermore, that both cortisone and the pre- 
dominantly gluco-corticotrophie ACTH, when 
given at highly toxie dose ievels, usually cause 
death as a direct result of unbridled bacterial 
proliferation. This usually commences in the 
lung and leads.to pulmonary abscess formation, 
but eventually it may evoke the picture of a 
general septicemia with abscesses in the liver, 
spleen, kidneys and—less frequently—in other 
orgaus. 
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Since cortisone and ACTH have found an 
ever increasing field of application in clinical 
medicine, it has repeatedly been observed that 
these hormones also predispose patients to in- 
fection. In particular they may re-activate 
dormant foci of pulmonary tuberculosis.® * 
Similarly, in certain types of pneumonia ACTH 
and cortisone may promote the invasion of the 
causative micro-organisms from the lung into 
the general circulation, even though they ameli- 
orate the clinical condition of the patient.* ® 

The mechanism through which ACTH and 
gluco-corticoids diminish resistance to infection 
is not vet clearly understood. Theoretic con- 
siderations led us to suspect that the inhibitory 
effect of these hormones upon granuloma forma- 
tion (and the consequent encapsulation of in- 
fectious foci), their destructive effect upon 
lvmphatie tissues, as well as their general cata- 
bolie effects might be involved. Since we had 
noted that in all these respects the somatotrophic 
hormone (STH) acts as an antagonist of 
ACTH": 7 > we felt that it would be of clinical 
interest to establish, by objective animal experi- 
ments, whether STH could raise resistance to 
infections. The purpose of the present com- 
munication is to report upon experiments of this 
kind. 

TECHNIQUES 


Experimental animals.—All our experiments were per- 
formed on female piebald rats, maintained on ‘‘purina 
fox chow’’. 

Administration of cortisone.—Cortisone was given as 
a micro-crystalline suspension of its acetate in the form 
of ‘‘Cortone’’ (Merck and Company Ltd., Montreal). 
This preparation, which contains 25 mgm. of cortisone 
acetate per ¢.c., was given in doses of 10 mgm. sub- 
cutaneously, twice daily throughout this experiment, 
which was terminated after 12 days (see Table I). 

Administration of ACTH.—ACTH (Armour Company, 
Chicago—Lot No. 128-105R) was given in the form of a 
saline solution, containing 20 mgm. per c.c. Of this 
2 mgm. were injected subcutaneously six times a day, at 
four-hour intervals, throughout this experiment which 
lasted 19 days (see Table IT). 

Administration of STH.—STH was administered in 
the form of ‘‘Somatrofin’’ (Frank W. Horner Ltd., 
Montreal—Lot No. 910-F 5116) in a saline solution, con- 
taining 20 mgm. per c.c. Of this 2 mgm. were admin- 
istered three times a day at eight-hour intervals. This 
amount was given in the experiment with cortisone (see 
Table I) during 12 days and in the experiment with 
ACTH (see Table II) during 19 days. 

It will be noted that both cortisone and ACTH were 
administered at highly toxic dose levels. This was neces- 
sary, because preliminary observations had shown that 
in our colony of rats smaller doses of these hormones do 
not regularly produce fatal systemic infections by 
normally non-pathogenic micro-organisms present in the 
body, that is without the necessity of inoculating the 
animals with virulent pathogenic organisms. 


EXPERIMENTAL ARRANGEMENT AND RESULTS 


Two separate experiments were performed 
in order to study the inhibitory effect of STH 
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upon the “spontaneous infections” resulting 

from a decrease in resistance induced by corti- 

sone and ACTH respectively. Their salient 

features are summarized in Tables I and II. 
TABLE I. 


SUMMARY OF DATA CONCERNING THE INTERACTION 
BETWEEN CORTISONE AND STH 








I II 
Cortisone STH + 
cortisone 


Groups 


No. of rats per group 9 
No. of deaths é 0 


Initial 
Body weight Caen 


121+1.9 121+2.0 
119+4.2 


No. of rats with multiple abscesses 6 0 





Perusal of the data in Table I indicates that 
cortisone, at the high dose level at which it was 
used here, resulted in the death of five among 
the eight animals in group I. At the same time 
the rats receiving cortisone alone, lost a great 
deal of weight. Upon autopsy of the three 
surviving animals on the 12th day, it became 
evident that one of these also had multiple 
abscesses. Thus a total of six animals in this 
group showed evidence of septicemia. 

The nine rats in group II, which in addition 
to cortisone were also treated with STH, 
survived in excellent condition; they exhibited 
no significant loss of body weight and no 
abscess formation. 

It may be added that the experiment was 
subsequently repeated under essentially simi- 
lar conditions, but in this second series hor- 
mone treatment was continued for 17 days. By 
that time all the cortisone-treated animals had 
died with multiple abscesses, while all of the 
STH- and cortisone-treated animals survived; 
indeed by the 17th day they exceeded their 
initial body weight. Since in this second series 
all the cortisone-injected animals succumbed 
spontaneously, we could not obtain their tissues 
in optimal, fresh condition for fixation. It is for 
this reason that we shall limit our histological 
discussion to the organs of the animals repre- 
sented in Table I. 

A detailed microscopical study of the lungs 
of the cortisone-treated rats in group I, showed 
the proliferation of numerous large microbial 
colonies throughout the pulmonary tissue and 
on the pleural surface. In their surroundings 
we noted some polymorphonuclear leucocytes, 
but almost no connective tissue granuloma 
which could have helped to encapsulate these 
lesions and thus prevent their spread. 
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Essentially similar microbial colonies, with 
more or less intense suppuration but almost no 
sign of granuloma formation, were noted in 
the kidneys, livers and spleens of the animals 
in group I. In two eases there were also micro- 
bial colonies on the free peritoneal surface and 
in one rat they were observed on the endo- 
eardium (see Figs. 1 to 6). 

The organs of the rats receiving the same 
amount of cortisone simultaneously with STH, 
were entirely free of such microbial colonies 
and foci of suppuration. They merely exhibited 
the usual changes characteristic of STH over- 
dosage, such as hypertrophy and hyperplasia 
of hepatic, renal and splenic tissue. 

In two of the animals of group II we did note 
some microscopic inflammatory foci in certain 
regions of the lung, but these were quite dif- 
ferent from those observed in group I. They 
contained no visible microbial colonies and 
were mainly characterized by intense prolifera- 
tion of connective tissue cells and histiocytes. 
Such foci are sometimes present in untreated 
rats of our stock and it is not impossible that 
the systemic infections caused by cortisone 
might originate in such, normally dormant, 
foci of infection (ef. “Discussion”, below). 

These experiments were subsequently re- 
peated, using ACTH instead of cortisone. Thus 
we hoped to establish whether endogenous 
gluco-corticoids (liberated by the animal’s own 
adrenals under the influence of ACTH) would 
likewise predispose to this type of infection 
and whether here again STH could exhibit: its 
anti-infectious properties. 

As indicated in Table II, here again marked 
body-weight loss and, oceasionally fatal, 
multiple abscess formation ensued in the rats 
receiving ACTH alone (group II). Those 
treated with the same amount of ACTH in 
combination with STH, survived in excellent 
health and exhibited no macroscopically de- 
teetable abscesses (group III). Indeed, despite 
treatment with these highly toxic doses of 
ACTH, the animals in group III grew just as 
well as the non-hormone treated controls of 
group I. The rats given STH alone likewise 
survived in perfect health, but here the 
growth-stimulating action of STH was even 
more evident (group IV) than in the animals 
which simultaneously received ACTH (group 
TIT), 








TABLE II. 


SUMMARY OF DATA CONCERNING THE INTERACTION 
BETWEEN ACTH anp STH 


I II III IV 


Groups Controls ACTH ACTH+ STH 
STH 


No. of rats 


per group. 6 7 7 6 
No. of deaths. 0 2 0 0 
Body weight: 

Initial ... 148+2.0 148+1.4 148+1.6 148+ 2.4 

Final .... 161+2.9 112+44.7 167+9.1 224+10.1 
No. of 

rats with 

multiple 

abscesses . 0 5 0 0 


Histologic study of the tissues showed that 
ACTH favoured precisely the same kind of 
bacterial proliferation, with some evidence of 
suppuration but no demarkating encapsulation, 
as was observed after cortisone overdosage. Here 
again STH completely inhibited the microbial 
growth and exerted a_life-saving effect. 

Otherwise the only noteworthy morphologic 
change in this series was the fact that the 
adrenals in group III were significantly 
(P < 0.02) smaller (144+8.4 mgm.) than in 
group II (192+14 mgm.). This suggests some 
interaction between ACTH and STH at the 
adrenal level, but since this will be the subject 
of a separate communication, we merely wish 
to mention it here: 


DISCUSSION 

From the above mentioned observations it is 
obvious that under our experimental conditions 
both cortisone and ACTH overdosage resulted 
in frequently fatal systemic infections, due to 
the uninhibited proliferation of microbial 
colonies, mainly in the lungs and pleura, but 
also in many other organs. This effect of both 
cortisone and ACTH was completely prevented 
by suitable doses of STH. 

It would be premature to attempt an evalua- 
tion of the mechanism through which cortisone 
and ACTH decrease, while STH increases 
resistance to infection. Let us merely state now 
that cortisone and ACTH might act by 
diminishing serologic immunity and/or by pre- 
venting the connective tissue from putting up 
granulomatous “barricades” around micro- 
scopic foci of infection. If this were so STH 
might combat infection by inhibiting either or 
both these effects of cortisone and ACTH. 
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It is also pertinent that the spreading of sub- 
cutaneously injected hemoglobin, in the inter- 
cellular spaces, is inhibited by cortisone and 
enhanced by STH. When the two hormones are 
simultaneously administered they mutually 
antagonize each other’s effect.2 Hence the 
possibility should also be considered that 
cortisone might similarly impede the spread- 
ing of infectious agents, despite its inhibitory 
effect upon the formation of a connective tissue 
capsule, while STH would exert an opposite 


effect. Such an inhibition of spreading may 


favour the local growth and pathogenicity of 
certain microbes by preventing them from com- 
ing into contact with defensive substances in 
larger areas of the host’s tissues. This sequence 
of events would likewise tend to be inhibited 
by STH. 

It would hardly be rewarding to enter into 
a detailed discussion of the many possible 
mechanisms, which could explain our observa- 
tion. It should be pointed out, however, that the 
inerease in intercellular spreading and the en- 
hancement of encapsulation through granuloma 
formation by STH, may both play a useful réle 
in the defense against infection, depending upon 
the characteristics (e.g., the “critical concentra- 
tion” in Duran-Reynal’s sense’’) of the potenti- 
ally pathogenic, micro-organisms. 

It remains to be established, furthermore, 
whether STH arrests the growth only of those 
normally non-pathogenic micro-organisms, whose 
proliferation is stimulated by an excess of gluco- 
eorticoids. The bacteriological identification of 
the micro-organisms in the abscesses of our 
ACTH and cortisone-treated rats has not yet 
been completed. It must be kept in mind, how- 
ever, that many micro-organisms can be either 
non-pathogenic or disease-producing, depending 


upon the resistance of the host. An excess pro-~ 


duction of ACTH and gluco-corticoids is char- 
acteristic of all systemic infections. Hence, it is 
reasonable to assume that STH could at least 
combat this unfavourable factor in the “milieu 
interne”. 

It would naturally be tempting to determine 
whether STH could also combat infections in 
man. Pertinent investigations would appear to 
be particularly promising in connection with 
microbes which are rather resistant to the chemo- 
therapeutic agents now available and whose 
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pathogenicity tends to be increased by ecatabol- 
ism and inhibited by anabolism in the host (e.g., 
tuberculosis). 

Such clinical investigations will have to be 
carried out with great caution, because of the 
possible undesirable side effects of STH given 
at high dose levels. Thus, large amounts of 
STH may cause excessive connective tissue 
proliferation at the site of injection and, in 
sensitive individuals, they may induce diabetes. 
The local effect might be checked by mixing 


:the STH preparation with cortisone (which 


inhibits topical connective tissue proliferation 
and inflammation), while—at least in animals 
—the diabetogenic action of STH is counter- 
acted by simultaneous insulin treatment. Yet, 
it is most important to keep in mind that STH 
has never been given to patients to combat 
infections and hence its efficacy in this respect, 
as well as the manner in which its possible un- 
desirable side effects could be circumvented, 
remain to be established. 


SUMMARY 


Experiments on the rat show that both 
cortisone and ACTH, given at toxic dose levels, 
can cause fatal systemic infections which are 
presumably due to otherwise non-pathogenic 
micro-organisms, such as are normally present 
in the body. This effect of cortisone and ACTH 
ean be completely prevented by suitable doses 
of purified STH. 


This investigation was made possible by a grant of 
the National Research Council of Canada. The author is 
also indebted to Dr. Leonard Mitchell of Frank W. 
Horner Ltd. who supplied STH in the form of 
‘¢Somatrofin-Horner’’, to Miss Paulette Séguin and Miss 
Louise Derome for their technical assistance and to Mr. 
Kai Nielsen who prepared the photographs. 
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Figs. 1a and 1b.—Macroscopic appearance of the dissected lung, liver, spleen and 
kidneys. Here the marked hyperemia of the lung, in the region surrounding the abscesses, 
as well as the greater involution (catabolism) of the liver, spleen and kidney in the rat 
receiving cortisone alone (1b) are even more evident. 


Fig. 2.—Pleural surface of the lung in a rat treated with cortisone alone. Note intense 
proliferation of micro-organisms on the visceral pleura, with little suppuration and almost 
no encapsulation. 


Fig. 3.—Corresponding portion of the lung of a rat treated both with cortisone and 
with STH. Note complete absence of pathologie processes. 


Fig. 4.—Section through the lung of another rat treated with cortisone alone. Note 
numerous colonies of microbes (one fungus-l#ke) throughout the field. Little suppuration. 
No connective tissue capsule, 
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Fig. 5.—Lung of one of the two rats treated with cortisone and STH in which patho- 
logic foci were noted. Here colonies of micro-organisms are not distinguishable and the 
lesion consists mainly of a proliferating connective tissue granuloma. 


Fig. 6.—Multiple microbial colonies under the splenic capsule of a cortisone-treated rat. 
Fig. 7.—Multiple microbial colonies in the kidney of a cortisone-treated rat. 


Fig. 8.—Microbial emboli in the hepatic veins of a cortisone-treated rat. 
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SOME PSYCHOSOMATIC ASPECTS 
OF DERMATOLOGY* 


D. Cappon, M.B., M.R.C.P.(E.), D.P.M. 
Toronto, Ont. 


T is my task in this paper to give a bird’s-eye 

view of the literature on psychosomatic aspects 
of dermatology. My own remarks are offered 
with the humility of one who has but a small 
experience of this subject. I have endeavoured 
to make amends by gathering a sample of some 
' hundred references and by reviewing some 40 
ease histories from my own and my colleagues’ 
files; so that, at least in my own mind opinions 
of others will be strengthened by clinical 
knowledge. 

It chanced that the earliest reference was from 
the Book of Job, 2: 7. “So went Satan forth 
from the presence of the Lord and smote Job 
with sore boils from the sole of his foot unto 
his erown’’. Learned writers like Halliday’® and 
Gladstone Robertson”? have described a number 
of eases of “Job’s dermatitis”. The afflicted is 
“a perfect and upright man, one who feareth 
God and esecheweth Evil”. But Satan piles in- 
sults upon injuries and demands “skin for skin” 
with the consequent widespread dermatitis. 

As early as in 1873 Tilbury Fox wrote on 
true dysidrosis (cheiropompholyx) as a neurosis 
and noted that hyperidrosis fluctuates with 
anxiety in unstable individuals. O’Donovan** 
wrote a book on Dermatological Neuroses in 1929 
and others like Kreibich and Sobotka?' and 
Little?? were in the field in the ‘twenties. 
Ingram™ in 1933 pointed out the possibility of 
emotional changes leading to permanent skin 
changes. 

Looking over the work published up to the 
present, it is not surprising to find that the 
main stimulus towards a psychological orienta- 
tion comes from the dermatologists: authorities 
like Barber, MacKenna and Sneddon and others 
in Britain, and Stokes in the United States and 
Sack in Europe have pressed hard in this 
direction. 

If we stop, for a moment, to think about the 
skin, we recognize with Schilder** that it is 
the objective visible part of the human being 
who hides the mysteries of his -body under- 
neath it. It is the physical boundary between 
oneself and the outer world. But it is also a 


*From the Out-patient Department of the Toronto 
Psychiatric Hospital, Toronto, Ont. 
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psychological boundary, for the body finds its 
projected image on the mind. The skin then 
provides the personal limits of this projected 
psychic image of the body. It has psychological 
significance because it provides a means of 
intercommunication between the inner and the 
outer worlds. It has important social signifi- 
cance, with feelings of attraction or repulsion 
depending on its state. 

As is often the case, popular phraseology 
provides many clues: “I am fond of my skin”; 
“afraid to lose my skin”; “jumped out of my 
skin”; “he gets under my skin”. And there is 
Job’s “skin of my teeth”! It is suggested that 
the individual experience of skin sensations 
and perceptions is integrated with emotions to 
weave an individual pattern, an attitude. This 
attitude may well determine the nature, extent 
and persistence of skin reactions. 

With advance in medical thinking the idea 
of a single cause is discarded in favour of 
multiple etiology and the idea of a disease 
entity is being supplanted by the idea of 
somatic or psychie or psychosomatic reaction. 
Halliday is a pioneer in this respect. The 
obvious unity of mind and body (psycho- 
somatic) is leading to a multilateral and co- 
operative study of inter-relationships. 

Thus the following psychosomatic relations * 
become relevant: (1) That of the total indi- 
vidual and his parts—the skin, in this ease. (2) 
That of the total environment, the person and 
his skin. (3) That of facets of the personality 
(specific emotions or a constellation of emotions 
in the inner environment) and the skin. (4) 
Factors of individual adaptation to stress, from 
both the outside and the inside; and adapta- 
tion to the natural changes of age. The psychie- 
neuro-endocrine mechanism provides the rele- 
vant psychosomatic link-up here. (5) Other 
factors like bipolarity (positive and negative) 
and reversibility of reaction in the target organ 
(skin), to various stresses applied at different 
points in time. This would be part of adapta- 
tion. (6) Rhythmie and periodic changes 
related to inherent biologic cycles rather than 
to adaptation. 

Ineseapably, the search for more knowledge 
becomes more complex. Traditionally, scientific 
methods demand elassification. This is not an 
easy matter with such complicated relation- 
ships. Classification is possible from three dif- 
ferent aspects, of psychosomatic relationships 
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in skin disorders, Namely: (1) etiological; (2) 
a separate constitutional factor in etiology; (3) 
symptomatologieal. 

Against such a nosological framework we 
shall pick out some of the better studied skin 
reactions and point out their psychological 
component. In doing this“we will start with 
those psychiatrically loaded and end with 
those organically loaded. 

Dermatological hypochondriasis and Psych- 
atric skin disorders—A form of dermatological 
hypochondriasis as part of latent schizophrenia 
has been described by Zaiders.** Interestingly 
enough all his 21 patients had a history of aene 
vulgaris of the face. They were pretty as chil- 
dren, egocentric, the dominant child in the 
family group, dependent on the mother, weak 
personalities in whom collapse of self-esteem 
resulted in panic, then withdrawal, and skin 
symptoms were precipitated by minor lesions. 

The importance of these subjective disturb- 
ances of the skin is that although they are 
presented most frequently to the dermatologist, 
they are essentially part of a psychotic or pro- 
found psychoneurotie disorder and may be 
early symptoms. The bizarre complaints, pecu- 
liarity of behaviour or oddness of the distribu- 
tion of lesions will put the physician on his 
guard. Cornbleet et al.,7 Klein?° and Gillespie’® 
among others have reported on these conditions. 

Dermatitis artefacta is understood to be an 
entity in which skin lesions are self-inflicted, 
and the conscious deception is based on un- 
conscious motives. These are a desire for sym- 
pathy, exhibitionism, avoidance of difficulty, 
and satisfaction of masochistic drives. As Gil- 
lespie?® points out this is often part of a 
hysterical compensation for neglect. Goldberg™ 
emphasizes that psychiatric disturbances do 
not show themselves prevalently in skin dis- 
orders when compared with other psycho- 
somatic pathways. He finds that of 200 consecu- 
tive psychiatric patients 1.5% presented also 
a skin lesion, but 2% had dermatitis artefacta. 
The latter, then, is quite prevalent. However, 
we all have seen great numbers of soldiers with 
anxiety states in whom hyperidrosis formed 
part of the picture; we have also seen so many 
agitated depressed patients constantly picking 
at their skin, so that minor skin lesions are 
often associated. 

Nervous pruritus.—Perhaps a great deal of 
confusion might have been preventéd if a 


CAPPON: PsycHOSOMATIC ASPECTS OF DERMATOLOGY 


Canad. M. A. J. 
June 1951, vol. 64 


distinction were drawn between the types of 
generalized, anal or vulvar pruritus which are 
purely psychogenic and form part of a psychi- 
atric disturbance, and the other pruritides 
which are part of a psychosomatic or mainly 
organic picture. In this context most authorities 
are agreed that this sensation has a sexual con- 
notation. Cormia and Slight® published their 
often quoted case of pruritus which was spon- 
taneously likened by the patient to intercourse 
and which was clearly precipitated by a frigid 
wife and frustrated wishes. In the wards of a 
mental hospital, pruritus and scratching are 
common enough substitutes for masturbation. 
I have observed an interesting case of a married 
woman who had an obsessional state and 
frigidity for some two years. When psycho- 
therapy was combined with brewers’ yeast 
(which she needed for her low nutritional 
state) the resulting vasodilation and itching 
(effects of nicotinic acid) led to increased libido 
and successful marital relations. 


PSYCHOSOMATIC DERMATOSES 

Blushing and flushing are distinguished from 
each other (Klaber and Wittkower'*) by the 
association of shame or guilt with the former, 
and anger, if any emotion, with the latter. No 
difficulty is experienced in seeing these rela- 
tionships, though the exact mechanism leading 
from the emotion to the change in colour is not 
quite clear. It is interesting to remark that the 
same emotion, anger, may lead to pallor or 
flushing. This is clearly a bipolar response 
which may be determined, according to Roger- 
son*® by the vagotonie or hypersympathetico- 
tonic constitutions respectively. It may, how- 
ever, be related to the intensity and variation 
of this apparently primary emotion. Greater 
difficulty is experienced in understanding 
persistent vasomotor changes eventually lead- 
ing to increased vascularity of areas of the face 
producing papules and secondary telangiectasis 


thus giving the rosacea syndrome. Klaber and 


Wittkower* in their classic paper, in which 50 
cases were jointly studied, found that in certain 
cases of rosacea (and they are careful to 
qualify this so) a type of personality leads to 
emotional changes which are associated directly 
with persisent blushing or indirectly by lower- 
ing the gastric tone and producing flushing. 
In either case rosacea results. Prolonged social 
anxiety and emotional stress, repressed sexual 
and aggressive tendencies, great reserve and 
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high self-esteem were notable features. These 


patients often experienced uncontrollable 
blushing as children. In a case I saw, blushing 
was the presenting symptom and emotional im- 
maturity, marked self-love (narcissism) and 
latent homosexual trends, with paranoid struc- 
tures were clear features. Another interesting 
case was that of identical twin brothers with 
this symptom which was precipitated under the 
slightest social anxiety and tension, and in 
which sexual conflict and extreme passive at- 
tachment to each other figured prominently. 
The importance of the neurotic blush and its 
psychosexual associations have been frequently 
observed (Schilder**). 

Hyperidrosis and anxiety are characteristi- 
cally associated and infection may result. Mac- 
Kenna* says of the soldier whom one saw with 
this complaint, “the debunked narcissist solves 
his mental turmoil and escapes from insupport- 
able situations by a skin eruption which is usu- 
ally exudative in type”. The occasional enthusi- 
astic remark of a surgeon (Haxton"™) ready to 
treat hyperidrosis by Telford’s sympathotomy 
and rejecting anxiety as a factor, on the basis 
of the patient oversweating since the age of 10, 
reminds me of a case I encountered. This con- 
cerns two medical colleagues, identical twin 
brothers, who were literally overanxious to be- 
come surgeons and submitted themselves to bi- 
lateral sympathectomy for their oversweating 
handicap. Though they did not develop gusta- 
tory sweating, an unpleasant complication 
reported, they did develop a Horner’s syn- 
drome, hypotension and other unpleasant 
effects and they did not become surgeons. 

Dermographism, religious stigmata and hyp- 
notic and abreactive skin phenomena.—Unfor- 
tunately, much of the work reported on this 
fascinating aspect is in German and not trans- 
lated. Gillespie,’° Flanders Dunbar*® and others 
quote the case of Therese Neuman, a religious 
ecstatic, exhihiting stigmata and Klauder’® 
vouches for their genuineness. Saul** quotes 
Mayr as observing an English physician who 
could suggest wheals on any part of his body. 
Kreibich and Sobotka** mention a number of 
cases in which previous skin lesions were re- 
produced under suggestion or’ in suggestible 
states. One man would have a recurrence of 
herpes preputialis always-after coitus. Moody* 
reports whealing resembling a rope in a 
somnabulist abreacted with pentothal. One of 


my own cases was a young, religious, grossly 
immature girl, with chaotic sexual drives, 
mostly repressed, who exhibited pronounced 
dermographism. 

Urticaria associated with pruritus.—The asso- 
ciation between urticaria and certain person- 
ality features such as the need to excel 
(Saul**), Tantalus reaction of self-frustration, 
exhibitionism, eroticism and hyperactivity have 
been noted. 

Observers have noticed interesting associa- 
tions such as pent-up emotion being released in 
weeping or alternatively in an attack of hives. 
Klauder’® reported a convict in whom urticaria 
developed each day, when he was locked in his 
cell at 5 p.m. and who recovered with psycho- 
therapy. Saul quotes Schamburg’s ease of a 
manufacturer who developed urticaria as he 
watched his factory burn down. I have had an 
interesting patient who presented with mi- 
graine and hypertension. She was a domineer- 
ing, driving woman of 50, whose symptoms 
improved with psychotherapy. Then urticaria, 
which she had had in childhood, recurred. She 
noticed that she would break out in hives when- 
ever she was irritated by her husband while 
unable to express her feelings (in social gather- 
ings, playing cards). When this phase improved 
she developed hay fever for the first time. Thus 
she showed an interesting sequence of allergic 
or psychosomatic channels for her frustrated 
emotions, against the background of a typically 
prone personality. 

Saul and Bernstein** report what are probably 
the first cases of urticaria psychoanalyzed and 
give an excellent review and discussion of the 
literature. They also note the association between 
frustrated anger and urticaria. 

In this eminently psychosomatic condition, un- 
like many others which are more speculative, a 
mechanism of physical pathway has been demon- 
strated. Grant’? and his associates have been 
able to produce urticaria by intradermal injec- 
tion of acetylcholine derivatives, the reaction 
depending on intact peripheral nerves and a 
cholinergic (parasympathetic) stimulus; hista- 
mine is probably liberated and the attack can 
be aborted by atropine. It has been noted in 
this connection that the injurious substance of 
nettle-rash is acetylcholine producing histamine 
and not formic acid. 

Eczema — prurigo and the allergies. Neuro- 
dermatitis—Here it may not be out of place to 
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quote Trousseau’s famous case* in which asthma 
was brought on by an artificial rose. Stokes*® 
says that 5% of human beings exhibit these con- 
ditions and he lists the “neurogenous factor” 
under etiology. Rogerson*® in an excellent study 
of children with the asthma-eezema-prurigo com- 
plex found them to be hyperactive, overanxious, 
needing to excel, above average in intelligence, 
over-dependent and over-protected. The skin is 
the locus minoris resistentiz. 

MacCormac?* and his associates suggest the 
term psychodermatitis for neurodermatitis. 
Miller?*® analyzed a case and states that: (1) 
The emotional pathology may be sexual malad- 
justment, hatred of a cruel parent and guilt; 
masochistic, exhibitionistic, trends and sudden 
fright. (2) The personality is that of “a cease- 
lessly active, precocious, assertive, egocentric 
child” with the poker-face described by Stokes. 
(3) The life pattern shows withdrawal into 
phantasy life and self-indulgence. There is an 
irritating relationship with a parent or surro- 
gate. Yet it must be stressed that in infant 
eezemas and in other instances these associations 
may not exist. Pruritus following any of these 
conditions, may of course, have its own psycho- 
logical significance secondarily. 

Sudden greying of hair; alopecia.—There are 
few authenticated cases of sudden greying of 
the hair. Stern is quoted by Flanders Dunbar‘ 
as reviewing the French references on this. I 
have seen one ease in which unilateral greying 
of hair and eyebrow was associated with a 
severe emotional disturbance. Though alopecia 
areata is said to be associated with emotional 
disturbance frequently, I know of no thorough 
study. 

Herpes (recurrent).— Blank and 
Brody* reported an excellent psychosomatic 
study of recurrent herpes simplex. They state 
that “fever blisters or cold sores” occurred in 
75% of the adult population and they studied 
10 patients dermatologically (including virus 
demonstration) and psychiatrically. Their pa- 
tients volunteered the statement that there was 
a positive relationship between these recurring 
lesions and emotions. Their patients were 
characteristically submissive, obedient, sweet, 
but artificial (saecharin-like) and with an 
hysterical personality. They responded signifi- 
cantly to psychotherapy. Schilder** reported 
the experience of Heilig and Hoff who produced 
herpes labialis by suggestion in persons who 


simplex 
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naturally reacted with herpes to exciting ex- 
periences. The virus took on rabbits’ cornea. 
Schneck® also reported a case where there was 
a psychological component. These remarks can- 
not, of course, be applied generally to herpetic 
lesions. 

Warts.—Can be cured by suggestion (in 50% 
of eases) without the sear left by electro- 
surgery. 

Acne (vulgaris). — Barber and_ Bishop? 
demonstrated the relationship between this 
lesion and sex-hormone balance and produced 
cures when cestrogens were given. The relation 
between acne and pubescent and adolescent 
psychosexual development has long been ob- 
served. Thus we may speculate on the mechan- 
ism of physical pathway of this condition in 
terms of adaptation to both psychie and 
hormonal changes at periods of stress during 
maturation. 

It need hardly be stressed that aene, socially 
mutilating as it feels to the teen-ager, has 
serious psychological sequels which may well 
set up a vicious circle. One of my patients, pre- 
oceupied already with his appearance, has 
shown disturbing skin hypochondriasis with 
the onset of acne. 

Psoriasis —Reecent reviews of this condition 
by Barber?¢ and Brian Russel*! pay attention 
to psychological factors. Russel states that 
distribution is important because chronic loeal- 
ized lesions appear in mentally stable people 
with low threshold of skin stability, and in 
generalized lesions the reverse is the case, The 
waxing and waning of eruptions is associated 
with emotional disturbances but the difficulty 
of “the cart and the horse” remains. 

No paper seems complete nowadays without 
a mention of the work of Selye.** It has long 
been known that psoriasis improves with preg- 
nancy and with jaundice. Psoriasis arthropatica, 
however, does not seem to improve with corti- 
sone or ACTH. The hope remains, however, that 
the psychic-neuro-endocrine mechanism of adap- 
tation will explain not only rarer syndromes like 
scleroderma but also such disorders as psoriasis, 
acne and so forth. Spies and Stone** reported 
that psoriasis was successfully treated with 
ACTH. 

There remains a group of rarer skin disorders 
like epiloia, Sturge-Kalisher-Weber syndrome in 
which mental deficiency is part of the picture. 
I have reported’ a case of unilateral lentigines 
with mental deficiency. 
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CONCLUSIONS 


In summarizing, I would like to recapitulate 
that: (1) The skin is an integral part of the 
mind and body totality. (2) It reflects stresses 
and adaptation of the whole organism and its 
parts. (3) It has special embryological signifi- 


cance, in that, like the nervous system, it is 
ectodermal. (4) It has special psychosexual 
significance. 


In this respect it may be added that psycho- 
sexual maturation is reflected in skin reaction, 
viz., the ticklishness of children (reputedly a 
psychosexual, socially permissive act) which 
diminishes with age. Also the skin reflects 
psychosexual regression, viz., the itching and 
picking of the skin in old age. 

(5) The skin has topographie significance in 
that it forms the limiting membrane of the body 
and its projected psychic image. (6) The skin 
has special social significance. 

It follows that psychosomatic relationships 
are inevitably present. The difficulty is that this 
subject increases in complexity with advance in 
all spheres of medical knowledge. One agrees 
with MacKenna** that there is need for an 
international publication containing abstracts 
from social, anthropological, physiological, 
psychological and medical studies as they relate 
to the skin. 3 

Furthermore, there is a need for co-ordinated 
research in which dermatologists and psychi- 
atrists would co-operate in team-work providing 
clinical and technical application of knowledge 
in all relevant spheres. 

I will end on a word of caution. The incidence 
of skin disorders in the U.S. Army and Navy 
was 10% in 1940. It must be as prevalent in 
civilian life. It follows that there will be a con- 
tinuous need for trained dermatologists to treat 
these patients. Furthermore the efficacy of derma- 
tological treatment, even in some frank psychi- 
atric disorders remains undisputed. Indeed it is 
sometimes dangerous to upset a psychosomatic 
pattern by unwarranted psychological probing 
and psychoanalysts have often warned against 
the disaster that may follow such a procedure. 
Palliation and support, until mechanisms are 
more clearly demonstrated and perhaps even 
then, will remain the best, indeed the only and 
wisest thing we can do in many eases. The main 
importance in recognizing psychosomatic rela- 
tionships and in furthering research and knowl- 
edge in this domain is to strengthen the hand 


of the dermatologist by orientation and due in- 
sight, so that therapy may be applied more 
effectively when the condition is better under- 
stood. The role of the psychiatrist would be 
largely on a consulting basis. Only rarely will 
he undertake treatment and that only where 
there are positive indications that the relevant 
psychological factors can be removed, without 
leaving the patient defenseless, exposed, so to 
speak, without his skin. 
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RésuME 

L’auteur traite des affections de la peau dans. leur 
rapport avec le psychisme, entre autres des dermatoses 
psychosomatiques telles que 1’hyperhydrose, les rougeurs 
du visage, le dermographisme, le prurit nerveux, 1’urti- 
caire avec prurit, les névrodermites, 1’herpés, 1’acné et le 
psoriasis. La peau faisant partie intégrale du corps en 
refléte aussi 1’état par ses diverses réactions. Elle a une 
signification embryologique, psycho-sexuelle, voire sociale 
par suite de 1’attraction ou de la répulsion qu’elle 
entraine. Elle a de plus une signification topographique 
dans ce sens qu’elle constitue le revétemant 4 la limite 
du corps-et son image psychique projetée. 

C’est dire que la dermatologie a des aspects psycho- 


FACTORS MINIMIZING REACTION TO 
OPERATIVE PROCEDURES 


Gordon 8. Fahrni, M.D., Ch.M., F.R.C.S.[C.], 
F.A.CS. 


Winnipeg, Man. 


HE “operative dose” is made up of all factors 
entailed in carrying out an operation, as 
well as complications resulting from the opera- 
tive measures. My purpose is to discuss some of 
the factors entering into this “shot gun” 
prescription to be taken by the patient con- 
templating a surgical operation, in the hope of 
moderating or eliminating some of the harmful 
or unnecessary ingredients and thus to some 
extent lightening the operative dose. The 
theme, then, of my discussion is a thoughtful 
blending and balancing of the preoperative, 
operative and postoperative care. 
Preoperative preparation.—During the last 
two decades much has been learned in the 
field of preoperative preparation. Gone are the 
drastic purgatives with their depleting effect 
on fluid balance and essential chemicals. A 
study of the body fluids is routine, with corree- 
tion of anemia and any deficiency in proteins, 
electrolytes, ete. Indeed, the importance of pre- 
operative preparation seems well recognized by 
all, although the psychological preparation is 
sometimes overlooked. A co-operative mental 
attitude is greatly to be desired and should be 
an integral part of every surgical undertaking. 
Anzxsthesia. — The patient having been well 
prepared and the general plan of operation 
well thought out, the routine matter of anes- 
thesia arises. I would like to congratulate the 
great body of anesthetists, who have done so 
much for surgery through the advances made 
jn their knowledge and administration of inhala- 
tion anesthesia. I need hardly remind you, how- 
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somatiques manifestes, qui augmentent au fur et a 
mesure que la science médicale progresse. Autant certains 
traitements dermatologiques s’avéreront utiles au ccurs 
de désordres psychiatriques, autant il importera parfois 
de faire appel au psychiatre pour la conduite a tenir 
dans nombre de dermatoses qui restent rebelles & des 
traitements éprouvés. 

En vue done de poser des directives thérapeutiques 
rationnelles il est essential de savoir reconnaitre les 
aspects psychosomatiques d’une affection dermatologique, 
lorsqu’ils existent. Le réle du psychiatre sera celui d’un 
consultant, et il ne devra intervenir positivement que 
lorsqu’il y aura une indication nette de facteurs psy- 


chiques, non pas en face d’une lésion purement organique. 


ever, that every anesthetic is a potent in- 
gredient in the operative dose. The apparent 
ease with which the anesthetist takes over this 
job is welcomed by the surgeon, who has more 
and more divested himself of this responsi- 
bility. We see this trend particularly in the 
larger teaching hospitals so that interest in 
the gentle and useful art of local anesthesia is 
rapidly waning. Only the occasional specialist 
in anesthesia is greatly interested in the sub- 
ject and indeed it is the surgeon who must 
spark the leadership in the maintenance and 
promotion of this form of anesthesia; by the 
very nature of its technique he must be the 
artist. 

I have handed a bouquet to the specialist in 
inhalation anesthesia, a very deserving compli- 
ment, but I would like to stress, what most of 
you know, that an operation that lends itself 
readily to local novocaine anesthesia and is 
carried out without pain or discomfort is less 
burdensome than when inhalation anesthesia is 
used. This is a factor in minimizing the opera- 
tive dose but it must be done well or not at all. 
The art should be developed by surgeons, 
particularly those in teaching hospitals who 
should pass it on to the surgeon trainee. I 
should not care to go back to inhalation anes- 
thesia and intratracheal tubes in handling 
routine thyroidectomies. It is very gratifying 
to have the patient conversing freely when 
working about the recurrent laryngeal nerve. 
They feel better when able to drink on return 
to the ward; this prevents the muscular sore- 
ness so often noticed when swallowing is de- 
layed and supplies needed fluids. 

Repair of hernia and removal of surface 
growths all lend themselves readily to local 
anesthesia releasing the anesthetist to more 
urgent fields. As one becomes interested in its 
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possibilities and has patience and incentive, the 
field of local anesthesia steadily grows. 

Operative technique and the time factor.— 
Much has been written on technique in surgery 
and if I were asked to comment on its present 
need, I would first of all bring up the time 
factor which seems to have grown apace par- 
ticularly during the past decade. It is a little 
difficult to account for this increase in operat- 
ing time particularly in teaching hospitals, 
where a high degree of complacency seems to 
have developed in the face of two to three 
hours for an operation, which not so long ago 
took only half the time. The offenders defend 
their position by stating that blood, dextrose, 
electrolytes and fluids are supplied by the 
anesthetist and in the end the patient comes 
through very well. One answer to this might be 
that the need of parenteral fluids should be 
avoided where more skilful and apt surgery 
would meet the need, reserving these beneficial 
adjunets for the really heavy operation. 

It does not seem right that in these days 
when so much time and effort is expended in 
training young surgeons, so little stress is laid 
on teaching them to do the work well, with due 
regard to getting the patient back to bed with- 
out undue delay. 

This brings us to the question of surgical 
technique, which is such a big factor in the 
subject under discussion. The careful and easy 
handling of tissues is always stressed in teach- 
ing this subject. With the patient anesthetized 
no immediate complaint is made of rough sur- 
gery but under local anesthesia, rough handl- 
ing is conducted to unanesthetized areas and is 
not tolerated. I like to see my resident capable 
of operating painlessly and efficiently under 
local anesthesia; I know then, that he is ad- 
vancing in the art of surgery. 

Carelessness in hemostasis slows up the 
operation and is a big factor in overloading it. 
In a surgical procedure the gdod surgeon needs 
to turn to parenteral fluids much later than the 
tyro. Carelessness in controlling bleeding 
clouds the field, takes extra time to mop up and 
search for retracted vessels and is a potent 
cause of damage to unaffected, sometimes vital 
structures. Clamping before cutting should be 
the objective in securing a vessel and the next 
best is to have an assistant sufficiently alert 
and skilful to catch the cut vessel before it re- 
tracts and before the field is clouded by es- 
eaping blood. A vessel caught while taut is 
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more easily and securely ligated than one re- 
covered after retraction of the end into ad- 
jacent tissues. When tying a vessel in a clouded 
field, the first or second assistant should sponge 
on the first knot while the ligature is being 
tightened; whether or not the bleeding is 
stopped will be observed while the second part 
of the knot is being tied and will not require 
a halting of the operation by the surgical team 
as one so often sees after the second knot is 
tied, to wipe and observe. 

The sum total of such minor points as these 
is what shortens an operation and if our teach- 
ing hospitals would concentrate a little more on 
teaching trainees accuracy, smartness and 
timing in developing their surgical technique, 
the tiresome lackadaisical three hour operation 
would not be looked on with such tolerance. I 
am not advocating the rapid, rough, bloody 
operation sometimes attributed to surgeons in 
earlier years but rather, accurate, meticulous, 
smooth technique referred to by some as “un- 
hurried speed”. This type of surgery is usually 
good surgery. 

Fluids during and following operation.—Dur- 
ing the operation and the immediate 24 to 48 
hours postoperatively every consideration 
should be given to a proper balance of body 
fluids. If blood loss is significant it should be 
measured and replaced by blood, bearing in 
mind that the most potent factor in surgical 
shock is loss of blood volume. 

Fluids by mouth should be given as early as 
feasible after operation. This will often replace 
the sometimes routine parenteral administra- 
tion of water with’ or without saline and 
dextrose. Much has been written on this sub- 
ject as on the preoperative preparation and my 
feeling is that this aspect is not neglected by 
an appreciable number of surgeons so I shall 
push on to a more prolific field. In passing, 
however, I would remind you that as your sur- 
gery is done with accuracy, neatness and dis- 
patch the need to bolster the patient with blood 
and other parenteral fluids will diminish ac- 
cordingly. 

Early ambulation.—Early postoperative gen- 
eral muscular activity is a boon which has come 
to us pretty much in the last decade. It is an 
effort to prevent the patient, following an 
operation, from becoming ill due to forced in- 
activity of his voluntary muscles, causing an 
atrophy thereof. In addition it is an attempt 
to prevent complications when physiologic ac- 
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tions are restricted by loss of the support of 
ordinary ambulation. A few of these are: (1) 
Venous stasis, particularly in the lower ex- 
tremities, with its predisposition to thrombosis 
and embolism. (2) Incomplete respiratory 
excursions, predisposing to pulmonary compli- 
cations such as atelectasis. (3) Intestinal 
lethargy, with its tendency to meteorism. 

Only those who have practised early ambula- 
tion become enthusiastic about it and it is my 


hope that the number will grow. The psycho-. 


logical lift to the patient when he finds his feet 
on the floor and he takes his first steps, perhaps 
late on the very day of his operation, is in itself 
a very good beginning. The muscular activity 
in those few steps speeds up the stagnant 
venous current and other normal physiologic 
actions begin again, not the least of which is 
the prevention of muscular atony brought 
about by the old prone, quiet position of the 
postoperative victim. The patient begins, then, 
to get well instead of going through the old 
postoperative gamut of general weakness from 
postoperative inactivity and weeks of conva- 
lescence. What early rising does is to prevent 
the patient from becoming sick following his 
operation thus shortening his convalescence ac- 
cordingly. There now seems little controversy 
as to its effect in lessening the incidence of 
thromboembolic and pulmonary complications. 

I have seen a big man, 73 years of age, 30 
hours after a cholecystectomy become cyanosed 
with rapid breathing, fever and a hacking un- 
productive cough. He seemed quite ill and 
looked it. We got him out of bed, had him take 
a few steps, and he coughed up thick sticky 
plugs of mucus and in an hour he seemed well. 
These dramatic experiences are convincing. 
This man should have been out of bed the first 
day. 

Our early fears connected with early rising 
after operations were chiefly concerned with 
the damage that might be done to the wound. 
It seems quite well established that these fears 
are unwarranted. As the patient moves the 
soreness in the muscles of the wound prevents 
any undue local activity. It is even suggested 
by some that the general activity increases the 
blood supply and promotes healing. 

I have not seen any convincing evidence that 
early rising is followed by an increase in early 
wound disruption or later incisional hernia. 
When early rising cannot be practised because 
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of the nature of the injury or illness, a system 
of routine bed exercises of the various groups 
of muscles will do a great deal to aid con- 
valescence. During the late war army surgeons 
became quite interested in the advantages of 
early muscular action after operation and as 
these surgeons returned to civilian practice 
they helped to convert others. In these days of 
shortage of active treatment hospital beds, any 
measure, such as early ambulation, that 
shortens the patient’s convalescence, is most 
welcome. 


SUMMARY 

To some of you my remarks may appear to 
be platitudes, but my subject was chosen be- 
cause I thought there was a need to stress the 
importance of making the overall operation as 
easy as possible for the patient. I have not at- 
tempted to deal with all the factors thereof but 
have mentioned the points that I thought have 
been most commonly overlooked. 

Brief reference only has been made to the 
preoperative and postoperative care, because 
most surgeons are familiar with the modern ad- 
vances in these fields. 

Attention has been éailed to the importance 
of fostering an interest once again in local 
anesthesia, with the suggestion that the sur- 
geon—particularly the teaching surgeon— 
should take a renewed interest in this field. 

A plea is made to foster more concise and 
finished technique which should detract from 
the slow lethargic operations which take so 
much out of a patient and the success of which 
is made possible only by resorting to unusually 
generous intravenous feeding. 

The advantages of early action of the muscles 
of the body as in early postoperative rising are 
discussed, and the suggestion is made that 
judicious use of this postoperative practice pre- 
vents general weakening of the individual fol- 
lowing operation, thus shortening his con- 
valescence, and is a factor in the prevention of 
some serious complications. 


The Chemistry of Inositol, by E. R. Weidlein, Mellon 
Institute of Industrial Research, University of Pitts- 
burg. This is Bulletin No. 6 of their Bibliographic 
Series. It summarizes the existing information, thus 
providing a proper basis for a critical evaluation of 
the relationships of inositol to other recognized factors 
in nutrition and biology. Complimentary copies are 
obtainable from the Institute. 
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THE FEEDING OF ATHLETES* 
E. H. Bensley, M.D. 


Montreal, Que. 


HE possibility of improving athletic per- 

formance by diet has received much atten- 
tion. The training table, the pre-game or 
pre-event meal and feeding immediately before 
and during exercise are matters of serious con- 
cern to coaches and trainers. A symposium on 
the nutrition of athletes has been held in Great 
Britain by the Nutrition Society.” * Where 
obvious nutritional deficiencies exist, there is 
no doubt that performance is impaired. Such 
individuals would be regarded as ill. The real 
problem is what ean be done through feeding 
to improve the performance of those who are 
not clearly underfed or malnourished.*. Advice 
on this problem is often sought from physicians. 
Indeed the interest of athletes in the relation 
between food and performance gives the phy- 
sician an excellent opportunity to further 
nutrition education in his community. My 
purpose here is to present a brief outline of 
available information on which sound advice 
ean be based. 


FEEDING DURING TRAINING 


The special food requirements of athletes in 
training are those imposed by physical activity. 
Muscular exercise is known to increase caloric 
needs and there is evidence that it also increases 
the need for some of the B vitamins, which 
function in enzyme systems fundamental to 
energy exchanges.*'> If exercise causes sweat- 
ing, losses of sodium chloride in the sweat must 
be replaced. There is no evidence that exercise 
influences requirements for other nutrients. 

The increased requirements of training are 
best met by a general increase in the consump- 
tion of all the ordinary types of food, including 
milk, fruit, vegetables, whole grain cereals, 
bread, butter, meat, fish, eggs and cheese. The 
basie pattern should be that of Canada’s Food 
Rules.® Other patterns, such as selective pro- 
vision of foods of high ealorie value and vita- 
min B eontent, are not acceptable. They lead 
to monotonous and unpalatable diets and per- 
haps ineur the risk of inadequate supply of 
unknown or poorly known nutrients. 


*From the Department of Metabolism and Toxi- 
cology, the Montreal General Hospital and the Depart- 
ment of Medicine, McGill University. 


Salt taken with food is usually adequate to 
meet increased needs in the field of athletics. 
Cramps, believed to be due to salt deficiency, 
have been reported in football players. They 
were relieved by the addition of salted 
bouillon to the diet.’ 

There is no justification for supplementation 
of the diet by special preparations such as 
vitamin concentrates, creatine, glycine, gelatin, 
phosphates and lecithin.* * Supplementation by 
sugar to prevent hypoglycemia is dealt with 
in the discussion of feeding immediately before 
and during performance. 


THE PRE-GAME OR PRE-EVENT MEAL 


The chief consideration to be borne in mind 
in planning this meal is the emotional stress 
which the athlete may experience on the day 
of the contest. This may lead to loss of ap- 
petite, abdominal discomfort and even nausea, 
vomiting or diarrhea. The food offered should 
be attractive in appearance and palatable. Likes 
and dislikes should be respected. Foods which 
may cause discomfort, such as coarse vege- 
tables, highly spiced and seasoned foods and 
fats, especially fried,“are usually avoided. 

There is no clear evidence that the nutri- 
tional value of the pre-game or pre-event meal 
influences performance. This was made the sub- 
ject of special study in swimmers.®* *° Varia- 
tions in the calorie value of the meal or in its 
content of carbohydrate, fat and protein did 
not affect speed, power or skill in swimming 
100 yards. 

The meal is usually eaten 3 to 4 hours before 
the game or event. If offered later, the increas- 
ing emotional stress as the time of the contest 
approaches may interfere with appetite and 
digestion. Also the distended stomach may 
“eut the wind” by impairing the inspiratory 
descent of the diaphragm during exercise. 
These factors may be important on the day of 
the contest, when emotional stress is common 
and the slightest lowering of peak efficiency is 
significant. But there is little scientific support 
for the general condemnation of exercise im- 
mediately after eating under other circum- 
stances.® 

In view of the importance of emotional 
stress and the acceptability of the food to the 
individual in determining the nature and 
timing of the pre-game or pre-event meal, it is 


~ not surprising to find that food habits before 
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a contest vary widely even amongst experi- 
enced athletes.” 


FEEDING IMMEDIATELY BEFORE AND 
DURING PERFORMANCE” 

Hypoglycemia, with fatigue and impaired 
performance, has been reported in marathon 
runners?” ** 14 and golfers.> This can be pre- 
vented by feeding sugar immediately before 
and during exercise. Less prolonged exertion, 
even when strenuous, does not cause hypo- 
glycemia.® * 1% 1617 Thus feeding sugar im- 
mediately before and during performancee, al- 
though unnecessary under most circumstances, 
will protect against hypoglycemia if exercise 
should be prolonged. The sugar may be given 
as sucrose* or glucose in fruit juice, tea or 
candy or as the commercial cubes. If taken as 
a warm concentrated solution or in too large 
amounts, sugar may cause nausea. This type of 
feeding should therefore be introduced during 
training to provide experience in its use. 

There is no known indication for the use of 
any food or food concentrate, other than sugar, 
immediately before or during performance. 


SUMMARY 

1. An outline of available information on the 
feeding of athletes-is presented. Feeding during 
training, the pre-game or pre-event meal and 
feeding immediately before and during per- 
formance are discussed. 

2. The special requirements of training are 
those imposed by physical activity. They are best 
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N se préoceupe beaucoup dans certains 
milieux 4 améliorer les performances athléti- 
ques par le régime alimentaire. Entraineurs et 
instructeurs considérent comme d importants 
problémes la table de graduation d’entraine- 
ment, les repas précédant tout événement 
sportif ainsi que la nourriture de l’athléte im- 
médiatement avant et pendant les exercices. La 


* Sucrose is ordinary table or cane sugar. Although, 
unlike glucose, it must be hydrolysed before absorption, 
hydrolysis is extremely rapid and does not delay its 
availability.18 
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met by a general increase in the consumption of 
all the ordinary types of food, following the 
pattern set forth in Canada’s Food Rules. 

3. Emotional stress is the chief factor influenc- 
ing the composition and timing of the pre-game 
or pre-event meal. Acceptability to the indi- 
vidual athlete is the important consideration. 

4. Feeding sugar immediately before and dur- 
ing performance protects against hypoglycemia 
when exertion is prolonged. 

5. No justification exists for supplementation 
of the diet in training or on the day of the 
contest by special preparations such as vitamin 
concentrates, creatine, glycine, gelatin, phos- 
phates and lecithin. 


I wish to record my thanks to Dr. L. B. Pett for his 
help in collecting material for this article. 


REFERENCES 


E.: The Trainers Bible, 8th ed., T. J. Reed 
and a New York, 1946. 

2. EGGLETON, NEEDHAM, D. M., BouRNE, G. H. er 
BALL, é. ik, ABRAHAMS, Rive "LEYTON, R. N. A. AND 
MARRACK, J. R.: Brit. J. Nutrition, 2: 249, 1948. 

. Annotation: Laneet, 2: 152, 1948. 

Keys, A.: Federation Proc., 2: 164, 1943. 

Canadian Council on Nutrition: Canad. Bull. Nutrition, 


2: ~! —" 
A. J., 61: 451, 1949. 
1939. 


Pert, L. : Canad. 

DILL, D. B: " Indust. Med. 8: 315, 

HELLEBRANDT, F. A. AND KARPOVICH, P. V.: War Med., 
1: 74 

HALDI, J. AND WYNN, W.: J. Nutrition, 31: 525, 1946. 

. Idem: Am. J. Physiol., 145: 402, 1946. 

. Been, W.. T.: &., BEVERIDGE, J. B., BRANSBY, E. R., 
CHALMERS, A. K., NEEDHAM, B. M., MAGEE, H. E. 
AND TOWNSEND, H. S.: Brit. M. Gis 1: 300, 1949. 

. LEVINE, S. A., GORDON, B. AND DERICK, Cc tet & 

M, A., 22: 1778, 1924. 

. GORDON, ?. KoHN, L. A.. LEVINE, S. A., MATTON, M., 
ScrIVER, 'W. DE M. AND WHITING, W. B.: J. A. M. A., 
85: 508, 1925. 

. Best, C. H. AND PARTRIDGE, R. C.: Proc. Roy. Soc. 
London, B, 105: 323, aa 

. MICHAEL, P.: J. A. M. 115: 286, 1940. 

. Epwarps, H. T., am ithn if AND DILL, D. B.: 
Am. J. Physiol., 98: 352, 1931. 

. SMITH, F. H. AND ‘SMITH, K. A.: J. Clin. Inwestigation, 


16: 289, _ 
. RABINOWITCH, I. M.: J. Nutrition, 29: 99, 1945. 


. BILIK 


Op gm gURge 


oo 


Société de Nutrition de Grande-Bretagne a tenu 
un symposium sur l’alimentation des athlétes. 
Il n’y a aucun doute que toute performance se 
ressent de carences alimentaires lorsqu’elles 
sont manifestes, et normalement on considé- 
rerait comme malades de tels individus. Quant 
a ceux-la qui ne sont pas nettement sous- 
alimentés ou malnourris, le point important est 
de savoir s'il est possible, grace 4.l’alimenta- 
tion, d’améliorer leurs performances. C’est un 
sujet sur lequel on demande au médecin maintes 
fois son avis. Et c'est heureux qu ‘il en soit ainsi 
ear cela lui fournit une excellente occasion de 
renseigner davantage non seulement l’athléte 
mais tout le public sur les rapports qui existent 
entre l’alimentation et le rendement physique, 
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C’est pourquoi je me propose ici briévement de 
présenter quelques données qui pourront se 
traduire ensuite en conseils pratiques. 


ALIMENTATION DURANT L’ ENTRAINEMENT 


Les besoins alimentaires ‘particuliers des 
athlétes en entrainement sont ceux-la méme que 
requiert lactivité physique. En plus du fait 
bien connu que l’exercice musculaire augmente 
les besoins en calories, on sait maintenant qu‘il 
nécessite un plus grand apport de quelques- 
unes de ces vitamines B, qui ont un réle 4 jouer 
avee les enzymes essentielles aux échanges de 
lénergie. Un exercice physique fait-il trans- 
pirer, il importe de remplacer les déperditions 
de chlorure de sodium de la sueur. Pour ce qui 
est des autres principes nutritifs, il ne semble 
pas’ que lexercice les influence de quelques 
facon. 

La meilleure facon de remédier au surplus de 
dépenses physiques de l’entrainement consiste 
a faire en général une consommation plus 
grande de toutes les sortes de nourriture, com- 
prenant le lait, les fruits, les légumes, les cé- 
réales 4 grain entier, le pain, le beurre, la 
viande, le poisson, les ceufs et le fromage. On 
devrait prendre comme gouverne les Régles de 
Alimentation du Canada. II n’est pas recom- 
mandé de faire un choix de ces aliments dont la 
teneur en calories et en vitamines B est élevée, 
ear ils donnent au régime un earactére mono- 
tone et fort peu appétissant, risquant peut-étre 
aussi de fournir un apport insuffisant de 
prinecipes nutritifs dont on ne connait que peu 
ou pas la valeur. 

Habituellement les athlétes consomment assez 
de sel avee leur nourriture pour satisfaire a 
leurs besoins. On a cependant fait mention de 
erampes chez les joueurs de football, causées 
semble-t-il par un manque de sel; l’addition de 
bouillon salé au régime eut tot fait de les faire 
disparaitre. 

C’est une erreur que de suppléer au régime 
par des préparations spéciales telles que les 
concentrés de vitamines, la créatine, la glycine, 
la gélatine, les phosphates et la lécithine. Quant 
a savoir si l’addition de sucre sert 4 prévenir 
Vhypoglycémie, il en sera question plus loin au 
sujet de l’alimentation immédiatemént avant et 
durant la performance. 


Le Repas PRECEDANT L’EVENEMENT SPORTIF 


Ce qui prime toute autre considération en 
tracant le menu de ce repas, ¢c’est la tension 
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nerveuse que peut éprouver l'athléte le jour de 
son entrée en lice. Cet état peut entrainer 
une perte de l’appétit, un malaise abdominal et 
méme des nausées, des vomissements ou de la 
diarrhée. Il importe que la nourriture qu’on lui 
offre soit appétissante et agréable au goiit; on 
fera cas des préférences et des aversions indi- 
viduelles. Parmi les aliments 4 éviter, mention- 
nons les légumes a fibres rudes, les aliments et 
les graisses hautement épicés et fortement 
assaisonnés, qui risquent de provoquer des 
malaises. 

Il n’est rien de moins prouvé que la valeur 
nutritive du repas précédant lévénement 
sportif ait quelque influence sur la valeur de la 
performance, un fait qui a été étudié d'une 
facon toute spéciale chez les nageurs. Leur 
rapidité, leur adresse, leur puissance dans la 
nage des 100 verges n'ont pas été affectées par 
des variations de la valeur des repas en calories 
ni dans leur teneur en hydrates de carbone, 
protéines et graisses. 

Le repas est habituellement pris 3 ou 4 heures 
avant l’événement sportif. Sil est pris plus 
tard, il se peut que l’appétit et la digestion 
soient affectés par la tension nerveuse qui s'ac- 
croit au fur et 4 mesure que la joute approche. 
Il y a risque que l’estomac dilaté “coupe le 
souffle” en génant la descente du diaphragme 
a linspiration. De tels facteurs peuvent entrer 
en ligne de compte le jour du tournoi, alors que 
la tension nerveuse est constante et que le 
moindre manque de rendement est de la plus 
grande portée. Dans d’autres cireconstances 
cependant Llopinion générale défendant les 
exercices immédiatement aprés avoir mangé 
s’accorde peu avec les données de la science. 

En raison done de limportance de tenir 
compte pour l’individu de la tension nerveuse 
et du choix acceptable de la nourriture dans 
lélaboration et lhoraire du repas présportif, 
il n’y a rien d’étonnant que méme les athlétes 
de carriére aient des opinions trés partagées 
sur les habitudes alimentaires 4 recommander 
avant la pratique des sports. 


L’ALIMENTATION IMMEDIATEMENT AVANT 
ET DURANT LA PERFORMANCE 

On a rapporté de lhypoglycémie, avec 
fatigue et rendement inférieur, chez les cour- 
eurs de marathon et les golfeurs, un état de 
choses que l’on prévient par la consommation 
de suecre immédiatement avant et durant 
l’exercice. Des efforts moins prolongés, méme 
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sils sont violents, ne causent pas d’hypoglyeé- 
mie. C'est ainsi que, bien que cela ne soit pas 
nécessaire dans la plupart des cireconstances, 
prendre du sucre immédiatement avant et 
pendant une performance sportive protégera 
contre lhypoglycémie dans les eas ot leffort 
doit étre prolongé. Le sucre peut étre donné 
sous forme de sucrose* ou de glucose dans des 
jus de fruits, du thé, des bonbons ou sous forme 
de cubes de sucre. Pris en solution chaude con- 
centrés ou en trop grandes quantités, le sucre 


peut causer des nausées. En vue done d’expé:’ 


rimenter sur son emploi, on devrait tenter ce 
mode d’alimentation au cours de la période 
d’entrainement. 

Il n’est pas indiqué d’employer d’autre ali- 
ment ou coneentré d’aliment que le sucre, im- 
médiatement ou durant une épreuve sportive. 


RESUME 
1. Voici dans ses grandes lignes un apercu 
général sur lalimentation des athlétes durant 
leur entrainement, le repas précédant l’événe- 
ment sportif et lalimentation immédiatement 


BLOOD ALCOHOL LEVELS AND 
INTOXICATION}; 


D. K. Merkeley, M.D. 
Regina, Sask. 


HE controversy concerning the use of chemi- 
cal tests in the recognition and control of 
aleoholie intoxication continues. However, from 
widespread application, it is now apparent 
that certain of the tests have a definite place 
in present day control of intoxication.” * » ° 
In 1948, at the first meeting of the American 
Medical Legal conference, (now the American 
Academy of Forensic Sciences), a paper by Dr. 
I. M. Rabinowitch was presented on the Medico- 
legal Aspects of Chemical Tests of Alcoholic 
Intoxication.’ The views expressed have gained 
wide recognition, particularly by the lay press. 
It is significant that this paper was severely 
criticized at the meeting. 


* Le sucrose est le sucre de canne ou de table ordinaire. 
Bien que, & l’encontre du glucose, il doit étre hydrolysé 
avant absorption, l’hydrolyse est extrémement rapide et 
l’organisme, peut en tirer profit sans retard. 

t From the Crime Detection Laboratory, Royal Cana- 
dian Mounted Police, Regina, Canada. 

The opinions and conclusions are those of the author 
and do not necessarily reflect the views or endorsements 
of the Royal Canadian Mounted Police. 
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avant et pendant la performance. 

2. Les besoins particuliers de la période 
d’entrainement ne sont pas autres que ceux 
qu ‘impose l’activité physique. La meilleure facon 
d’y satisfaire consiste 4 faire en général une 
consommation plus grande de tous les aliments 
ordinaires, en se basant sur les Régles de 
Alimentation du Canada. 

3. La tension nerveuse est le principal facteur 
a considérer dans lélaboration et lhoraire du 
repas présportif.. I] importe qu il soit au gott 
individuel de chaque athléte. 

4. La consommation de sucre immédiatement 
avant et durant lépreuve sportive protége 
contre lhypoglycémie dans les cas ot l'effort 
est prolongé. 

5. C’est une erreur que de suppléer au régime 
durant l’entrainement ou le jour du tournoi au 
moyen de préparations spéciales telles que les 
vitamines concentrées, la ecréatine, la glycine, 
la gélatine, les phosphates et la lécithine. 


Je désire remercier le Dr L. B. Pett pour sa sub- 
stantielle collaboration & cet article. 


Rabinowitch’s article has been used by 
several Western Canadian papers as an author- 
itative basis for editorial comments.” *°® By 
this means, his views have been brought to the 
attention of the public, and in the author's 
opinion, have been given a false value. At the 
present time the use in courts of chemical tests 
intoxication is a controversial 
matter.?® 14 12 

The purpose of this article is to show that 
definite arguments are available discrediting 
many of the ideas expressed in Rabinowitch’s 
paper. A brief discussion outlining the different 
systems of control of intoxication by chemical 
tests now in use in certain countries will also 
be undertaken. 

It should be kept in mind that there are two 
different means by which chemical tests can be 
used in the detection and control of intoxica- 
tion. The first system is the most widely used. 
In it, the assumption is made that chemical 
tests correlate accurately with the stage of 
intoxication. The second system defines that it 
is illegal to drink a certain quantity of ethyl 
alcohol while operating a motor vehicle or 
under some other specified condition. In this 
system chemical tests are used to indicate the 
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amount of alcohol ingested and no particular 
regard is taken of the eriteria of intoxication 
as they are generally known. Both systems have 
merit ; however the first has certain advantages 
and is preferable as will be shown. 

Criticisms of Rabinowitch’s views by well- 
known American authorities have appeared in 
the literature.’* 1* In one of these, Harger™ 
concludes that Rabinowitch “may be out to get 
the chemical tests”. Muelberger’ concludes by 
quoting the late Dr. W. Derome of Montreal, 
“The quantitative procedure for the determina- 
tion of aleohol in the human organism consti- 
tutes one of the best methods which science has 
ever put in the hands of justice”. These authors 
bring forth excellent scientific evidence to sub- 
stantiate their views as to the value of chemi- 
cal tests, in contrast to the statements made by 
Rabinowitch. 

The need for some reliable method to judge 
the state of intoxication of an individual is ap- 
parent, and has resulted in a great deal of 
discussion in the past. It appears that some 
type of legislation is imminent in Canada.’ As 
the medical profession will be intimately asso- 
ciated with any program devised, it is ad- 
vantageous to become as familiar as possible 
with it. The recent graduate has had little or no 
training to cope with the problem. His educa- 
tion in this respect gains little with the passage 
of time, yet in most eases, he is called on by the 
police and courts to make a decision, and usu- 
ally without benefit of chemical tests. 

The legality of obtaining blood samples or 
instituting other tests will not be considered 
in this article. The problems arising out of this 
have been circumvented in the Scandinavian 
countries,2 © and without any apparent in- 
fringement on the individual’s rights. 

Rabinowitch states the purpose of his paper 
is to demonstrate, “The many possible pitfalls 
not only in the performance of these tests but 
also in the interpretation of the results and 
thus possible miscarriages of justice from un- 
due reliance upon them”. He then proceeds to 
stress technical details which in some eases are 
insignificant and in others can be adequately 
controlled. Such matters as sterilization of the 
skin with aleohol, the influence of putrefaction, 
will be brought to light by the usual cross- 
examination by defence counsel and be given a 
proper evaluation. The differences of concentra- 
tions in plasma, serum and cells as quoted, are 





shown by Harger* to be insignificant, and in 
any case this factor may be excluded by use 
of an anticoagulant. 

Under technical considerations, Rabinowitch 
goes on to discuss the selection of postmortem 
material. His choice of the brain as the best 
organ to be used agrees with Gettler”’ and the 
theory that the alcohol content of the brain is 
directly related to the level of intoxication. 
Muelberger™ notes that this has never been 
proved. Reference to an article by Bowden and 
McCallum’® provides a reasonable explanation 
which, if valid, would indicate why the use of 
blood has proved controversial. It suggests why 
the liver, which Rabinowitch cites as second 
choice, should not be used. Bowden and Me- 
Callum were able to show that diffusion of 
alcohol from within the stomach ean, and does 
occur subsequent to death. This diffused aleo- 
hol contaminates the surface of the liver and 
results in a false high value. They also showed 
that the right heart’s blood, which is frequently 
used in determinations, may show a postmortem 
elevation of alcohol in eases of intoxication due 
also probably to diffusion of aleohol from the 
stomach after death. On the basis of this, some 
of the high, irregular blood aleohol levels 
quoted by Gettler’? might be explained. These 
levels are frequently used to show the un- 
reliability of blood aleohol estimation. Bowden 
and McCallum conelude that the only reliable 
postmortem blood to use is peripheral blood, 
as from the iliae veins coming from the lower 
extremities. 

The Widmark and Nicloux procedures are 
discussed. Rabinowitch states the Widmark test 
“may involve a_ considerable error’. The 
criticism is of the factor used in the ealeula- 
tion. Most authors consider the error is in- 
significant,* 1* and in Europe, particularly, the 
accuracy of the test is attested by its use in 
the leading forensic laboratories.” * 1° Other 
tests are available, their use being dependent 
on loeal conditions, practical considerations, 
ete. Dubowski'® gives an excellent review of 
this and it is well worth study by one consider- 
ing this problem. 

Under general precautions Rabinowitch 
stresses errors which would not oceur in any 
laboratory deserving the name. It should not be 
necessary to emphasize that these tests are to 
be done only by competent individuals after 
suecessful and accurate performance of numer- 
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ous control tests. It is stated, “The public have 
the right to demand every possible safeguard 
of skill and precaution against error”. In insti- 
tutions where these tests are regularly under- 
taken the necessary precautions are taken; 
under cross-examination in court it shortly be- 
comes evident whether they have been properly 
earried out. Certainly, no so-called “expert” 
has anything to fear if his analysis is proper 
and thorough. 


In the next section, the proper stress is given , 


to physiological variables. It is stated, “It is 
the individual who is on trial”. It was previ- 
ously pointed out there are two sets of criteria 
which may be used in the control of intoxica- 
tion. Keeping the individual in mind, tests 
correlating blood alcohol with the amount of 
aleohol ingested, would appear to be the poorer 
choice of the two. In regard to this, the argu- 
ment that statistically the use of certain levels 
of blood alcohol do not apply to the individual 
case, is certainly true in the lower levels. A 
competent clinical examination in these cases 
is of assistance, but unfortunately will leave 
unresolved a small percentage of cases. Several 
cases reported by Gettler and Friereich and 
two cases from the Attorney General's office 
of Ontario are quoted in which blood alcohol 
estimations from 5.7 to 10.3 parts per thousand 
were found. The source of the blood from 
Gettler’s two cases was living patients. In this 
regard, it is to be noted there are few com- 
parable figures in the literature. The cases from 
the Attorney General's office however, are both 
postmortem blood samples. With the possi- 
bility in mind that the sample might have been 
right heart blood or pooled blood, it is of 
interest to refer again to Bowden and Mc- 
Callum’s’® work. They show that the only re- 
liable postmortem blood is peripheral blood and 
that samples from this source are indicative of 
the blood level at the time of death, and remain 
so for a period of three days postmortem and 
probably longer. They have several experi- 
mental cases, where alcohol was present in the 
stomach, in which a striking rise of blood 
aleohol occurred in heart blood within 8 to 10 
hours postmortem. 

Rabinowitch outlines two specific cases. In 
a diabetic and alcoholic individual a blood level 
of 2.73 parts per thousand was found. He con- 
cludes that there was “very little” to indicate 
the individual was not fit to be in charge-of a 


motor car. It would seem few could agree with 
him. In the second case where a level of 3.68 
parts per thousand was found, he admits the 
person was intoxicated but argues vaguely 
about the “degree” of intoxication. In contrast 
to these two cases, an attempt is made to show 
that intoxication is possible with as little as 
0.35 parts of aleohol per thousand. This demon- 
strates the importance of clinical examinations 
in labelling cases where the blood level is under 
2.50 parts per thousand. 

The discussion of absorption, oxidation, 
equilibrium between blood and brain alcohol, 
tolerance, form in which alcohol is consumed, 
elaborates factors that have an influence on 
the final blood concentration but do not in any 
way prevent the determination of this level. 
If the interpretation is based on this level, and 
possible information is not sought about the 
level some hours previously, then no erroneous 
conclusions will be made. The lag between 
absorption and equilibrium in the assimilation 
of alcohol is rarely a factor because the period 
between taking the last drink and making the 
test is of sufficient length that equilibrium has 
been attained. 

Rabinowitch quotes some work done by 
Harger and his associates purporting to show 
the blood level ranges between 40 and 50% 
greater than that found in the brain. Harger*® 
in answer to this, specifically shows that he 
has been able to prove experimentally that “the 
level of aleohol in peripheral venous blood 
parallels that of the brain quite well”. Before 
any further conclusions can be drawn on the 
blood-brain ratio, it would be advisable to de- 
termine this ratio using peripheral venous 
blood rather than pooled or heart blood. 

In regard to the points Rabinowitch makes 
concerning blood levels, tolerance and other 
so-called variables, an article by Andreson? is 
of interest. Reporting on the control of aleohol- 
ism and driving in Denmark during 1947, he 
showed that by using a competent clinical 
examination together with a blood alcohol 
estimation, in cases under investigation for in- 
toxication, an accurate diagnosis is possible. 
His figures reveal : 


1. Clinical examination shows 100% of subjects are 
intoxicated at a level of 250 mgm. %. 

2. In 2,605 cases with recorded clinical examinations 
it was possible to state that: approximately 75% were 
intoxicated. 

3. Of the 75% intoxicated: (approximate figures) (a) 
5% were over 250 mgm. % level; (b) 24% were between 
200 to 250 mgm. %; (c) 33% were between 150 to 200 
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mgm. %; (d) 29% were between 100 to 150 mgm. %; 
(e) 9% were under 100 mgm. %. 

4. Thirteen per cent of the total subjects did not show 
any evidence of alcohol in the blood whatsoever. 


With the exception of the very few cases 
where obvious mistakes had been made there 
was nothing that would confirm the many pos- 
sible errors and variables pointed out by 
Rabinowitch. 

It is of particular interest that in the final 
analysis the Danish courts rely on the clinical 
examination. In this regard, Archibald and 
Smith® quote Lindsgaard, a member of the 
Danish Medical-Legal Council: 


‘*Considering the pronounced individual variation in 
human alcohol tolerance, it must, biologically, be held 
wrong—and therefore probably unjust—to apply identi- 
cal classification to persons whose blood contains certain 
alcohol concentrations, without regard to their individual 
reactions to such concentrations. ’’ 


Rabinowitch proceeds to discuss further sup- 
posed variables but as Muelberger** concludes 
in his article: 


‘*Tt is difficult to determine just what he (Rabino- 
witch) thinks about chemical tests for intoxication. In 
one place he states the chief value of such tests is to 
tell whether or not a person has been drinking—however, 
elsewhere he states that one of the great advances in the 
diagnosis of alcohol intoxication is the development of 
chemical methods. ’’ 


Under “Expert Opinions” a quotation by 
McGrath is used: 


**(it is) evident that blood alcohol estimation does 
not provide an automatic answer to the question: Was 
the individual drunk? The blood alcohol concentration is 
a far safer guide to the person’s condition than even 
definite evidence (so often difficult to obtain) as to the 
amount of alcohol actually consumed, since it short- 
circuits and eliminates the relatively uncertain factors of 
absorption, metabolism and excretion. The courts, there- 
fore, might reasonably regard the amount of the blood 
alcohol as being more helpful and cogent than proof of 
the amount of alcohol consumed. But in all cases, it is 
still necessary that all circumstances of the case, in- 
cluding an efficient physical examination, should be 
taken into account when assessing the relative degree of 
alcoholism present. ’’ 


This statement appears to crystallize the 
argument but Rabinowitch goes on to show 
how doubtful he is of single chemical tests and 
concludes by stating, “The chief difficulty at 
present is the lack of uniformity of clinical 
standards and the results of the various chemi- 
cal tests with clinical signs.” This, in a sense, 
is true but as shown by progress in other 
countries,” ® it is possible to adopt a uniform 
system and obtain good correlation. 





In contrast to the trend of his previous 
reasoning, under “Recommendations” Rabino- 
witch states that by proper selection of clinical 
and laboratory tests, 


‘‘It should be possible to devise a standard type of 
examination, the results of which will convict those 
guilty of drunkenness, regardless of the little alcohol 
they may claim they have consumed and regardless of 
the little that may be found by any chemical test and, 
at the same time, not penalize those with greater skill in 
driving whose only offence consisted of having had 
alcohol in the blood, urine, saliva, or breath at the 
material time.’’ 


It appears that when the article was re- 
viewed, these latter recommendations were not 
taken very seriously. 

In conelusion, many people have been unduly 
influenced by this article which, in a number of 
points, is in disagreement with most of the 
authorities and programs now in operation in 
various countries. In distinction to the author's 
views it would appear that efficient clinical 
examination in conjunction with blood alcohol 
estimation can and is being used, and the re- 
sults are more reliable than those given by 
either test alone, or no test at all, the latter 
being the condition which obtains in most 
jurisdictions in Canada at the present time. 
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THE TREATMENT OF ALCOHOL 
WITHDRAWAL SYMPTOMS 


R. G. Bell, M.D. 


Medical Director, Shadow Brook Health 
Foundation Limited, Willowdale, Ont. 


HIS paper deals with a medical technique 

for the care of the intoxicated alcoholic. It 
must be stressed that this is merely the first 
step towards the eventual rehabilitation of the 
patient and that success with this method has 
a negligible bearing’ on ultimate prognosis. 

A great variety of techniques have been proposed for 
initial treatment of the intoxicated alcohol addict. One 
of the most successful of these procedures has been the 
use of standard insulin and glucose. The literature prior 
to 1947 has been discussed by Thimann.1 Many of the 
workers he mentioned have used relatively small doses 
of insulin, 10 to 20 units (e.g., Davis). Most of these 
observers have also indicated that ‘‘tapering-off ’’ alcohol 
was necessary over a one to three day period. Clark, 
Morissey2 demonstrated experimentally that insulin and 
glucose accelerated the rate of oxidation of alcohol 
whereas glucose alone did not produce this effect. They 
concluded that insulin is necessary for alcohol oxidation 
in the liver. It has recently been shown’ that insulin and 
glucose along with thiamin and nicotinamide relieve 
aleohol withdrawal symptoms. A marked reduction in 
craving for alcohol appeared to be the main effect of 
this treatment in almost all the patients studied. In 
addition, this treatment is effective with sobered alco- 
nolics during the ‘‘hangover’’ period. 


TECHNIQUE OF ADMINISTRATION 


Before administration of glucose, standard 
insulin and vitamin B complex, the patient 
must be carefully examined, Contra-indications 
are: severe heart disease, hematemesis, inac- 
cessible superficial veins and coma. If a patient, 
is admitted in a comatose state it is first vitally 
important to determine the basis for coma. 
Alcoholics are more prone to serious head in- 
juries and barbiturate poisoning than the 
average person and a significant percentage 
of patients have later proved to be undiagnosed 
diabetics as well as alcoholics. Even if the 
coma is considered to be due to alcohol only, 
the treatment as outlined should not be ad- 
ministered until the patient has regained 
consciousness. In the interval, such a patient 
requires constant medical and nursing super- 
vision. 

As pointed out by Lolli and Greenberg,‘ the 
comatose alcoholic may be retaining significant 
amounts of alcohol in the stomach by means 
of pylorospasm. Even though some alcohol is 
absorbed from the stomach most is absorbed 
from the small bowel. Lolli points out that 
insulin relieves the pylorospasm and increases 


Canad. M. A. J. 
June 1951, vol. 64 


the emptying time of the stomach. Thus a 
comatose patient could be put into still deeper 
coma for a short period following insulin ad- 
ministration with possible development of 
respiratory failure. ; 
If it is established that it is safe to proceed 
with treatment, the dosage of insulin is de- 
termined on the basis of body weight with due 
consideration to age, general physical condi- 
tion, body build and nutritional history. Pa- 
tients 200 pounds and over receive 50 units; 
160-200 lb. 40 units; 130-160 lb. 30 units; 
100-130 lb. 20 units; 100 lb. or less 10 units. 
If a patient is over 60 years of age, the initial 
dosage of insulin should not~ exceed 40 units 
regardless of body weight. Also, it has been 
noted that slender, asthenic types react more 
violently to a certain insulin dosage than 
shorter, pyknic types of the same body weight. 
In preparing the injection, the end is filed 
trom a 50 ee. vial of 50% dextrose. To the 
dextrose is added the amount of standard 
insulin decided upon for the particular case. In 
routine treatment there is next added a solu- 
tion of vitamin B complex containing a mini- 
mum of 20 mgm. thiamin and 200 mgm. of 
nicotinamide. The mixture in the vial is drawn 
into a 50 ¢.. syringe, thoroughly mixed and 
injected into one of the cubital veins, using 
preferably a No. 18 needle. This mixture should 
be injected rather slowly over a period of one- 
half to one minute. Following the injection the 
patient should be asked to open and close his 
hand several times in order to flush the vein 
and avoid excessive irritation from the con- 
centrated glucose. If one is not careful in this 
regard, a painful phlebitis may be produced 
with possible permanent damage to that vein. 
From the time of injection, until the insulin 
reaction is completed, it is imperative that a 
nurse be in constant attendance on the patient 
and that a physician be immediately available. 
Experience has shown that the insulin reaction 
will not likely be too severe if it begins after 
a period of an hour or more. However, should 
the patient show signs of muscle twitching, 
and early profuse perspiration, 35 to 40 
minutes or less after the injection, the staff 
must be prepared to interrupt the insulin re- 
action, using 50% dextrose intravenously. For 
this reason, a sterile syringe with a sharp No. 
18 needle, together with a vial of glucose that 
has been filed in readiness for opening, is 
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constantly kept available. Nurses who have 
become skilled in interpreting early indications 
of impending convulsions, may administer a 
small amount of a glucose drink periodically, 
and maintain the reaction at the desired level 
in some cases. If the desired insulin reaction 
does not take place within one hour and twenty 
minutes after the initial dosage of insulin, a 
“booster” dose of 10 to 20 units of standard 
insulin may be injected intramuscularly. 

An optimum reaction is considered to be one 
in which the patient begins to perspire and 
preferably go to sleep approximately one hour 
after administration of the insulin, glucose and 
vitamins. This reaction is allowed to proceed 
for a minimum of 30 to 45 minutes before it is 
terminated. If the patient shows some difficulty 
in swallowing, has been vomiting, or shows 
evidence of undue anxiety, the reaction may 
be terminated with 50 c.c. of 50% glucose intra- 
venously, preferably using a different vein than 
the one used for the original injection. Usually, 
the reaction is terminated with a _ glucose 
drink, 

When a good initial reaction has been ob- 
tained, a patient may benefit from a second re- 
action of this type within the first 24 hours or 
at any time after a six hour interval. On many 
occasions, particularly with older patients in 
the chronic phase of alcohol addiction the in- 
jection has been repeated three times within 
the first 36 to 48 hours in order to more rapidly 
restore normal sleeping and eating habits. 


RESULTS 


The admission routine for 380 male patients 
was reviewed. Of these, 55 were admitted in a 
completely sober state. The treatment as out- 
lined was used on the remaining 325 patients 
who varied in age from 21 to 80. 

Two hundred and seventy-two (84%) had a 
satisfactory, uncomplicated insulin reaction 
with the first injection, with a marked diminu- 
tion in craving and improvement in behaviour ; 
46 patients (14%) did not receive sufficient 
insulin with the first injection to modify intoxi- 
cation or craving and 7 patients (2%) de- 
veloped convulsions. There were no significant 
sequele following the convulsions. 

An optimum reaction in an intoxicated alco- 
Lol addict almost routinely interrupts the 
eraving for alcohol and re-establishes the 
hunger for food, as well as improving the in- 
toxicated state. The craving for alcohol and 
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hunger for food do not occur at the same time; 
one appears to displace the other. 


DISCUSSION 


It is considered that this method of handling 
aleohol addicts in the acute state is one that 
can be readily carried out in a general hospital 
or even in a patient’s home if a physician 
acquaints himself with sub-coma insulin reac- 
tions and is prepared to spend two to three 
hours with his patient, arranges to be on eall 
afterwards in case of delayed or secondary 
insulin reactions, and has competent nurses in 
constant attendance. Under no consideration 
should the treatment be given, at any time, 
without constant nursing and medical super- 
vision or without preparing for all necessary 
equipment to deal with any possible emergency. 

The unpleasant and embarrassing situations 
encountered by physicians, nurses, hospital 
administrators and attendants, when called 
upon to help the intoxicated alcoholic have 
been largely responsible for the continuing dis- 
interest of medical personnel in active partici- 
pation in any aspect of the treatment of alcohol 
addiction. The nursing and medical care of the 
intoxicated aleohol addict is altered from an 
unpleasant, unrewarding experience to one 
that approximates normal nursing and medical 
routine. The nurses rarely encounter the em- 
barrassing requests and demands for alcohol 
that so prominently constituted a part of older 
nursing and “tapering-off” techniques. The pa- 
tient usually ceases to be a nursing and ad- 
ministrative problem within 1 to 2 hours after 
admission and may cease to be a bed patient 
within 6 to 24 hours. 

The above treatment enables the physician 
to avoid the use of sedatives that may lead to 
further addictions. In this we heartily concur 
with Thimann, who stated that in his eases, 
“only minimal amounts of sedatives were ad- 
ministered, and in most cases could be omitted 
entirely. Heavy sedation, as with paraldehyde, 
chloral, as well as administration of alcohol 
beverages, would have been entirely super- 
fluous”. 

Using this treatment we have found that 
there is no necessity for a “tapering-off” tech- 
nique, regardless of the state of the patient, 
including delirium tremens or other temporary 
psychotic manifestations. In fact, the treatment 
outlined may interrupt delirium tremens as 
dramatically as it interrupts craving. All seda- 
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tives, hypnotics and narcotics are also contra- 
indicated in the treatment of the acutely 
intoxicated patient. They not only fail to im- 
prove the disordered metabolic state producing 
the symptoms, but impede the restoration of 
cortical function required for participation in 
other aspects of treatment. Actually, the 
majority of barbiturate, paraldehyde, chloral 
hydrate, bromide and “persomnia” addicts 
who have presented themselves for treatment 
at Shadow Brook acquired their new addictions 


through former efforts to relieve the with-: 


drawal symptoms associated with alcohol ad- 
diction. In many eases they were introduced to 
this practice by physicians and nursing homes. 

If properly carried out, this admission 
routine serves as a good basis for rapport be- 
tween -patient and physician which may be the 
first step towards patient co-operation in later 
aspects of treatment. 


THEORY 

The rapid alleviation of craving by a stand- 
ardized medical technique in a large group of 
patients with a wide variety of psychogenic 
disabilities is strongly suggestive of a metabolic 
component to alcohol addiction. The older con- 
cept that alcohol addiction is merely a symp- 
tom of an underlying personality disorder is 
no longer tenable. 

In line with the work and theories of Gross,°® 
Williams,® Smith,’ Tintera and Lovell,* and 
others, we feel that repetitive and prolonged 
maintenance of high concentrations of alcohol 
in the body progressively interferes with the 
normal function of the pituitary gland. The 
repetitive depression of function of the pitui- 
tary gland is considered to be responsible for 
a complex disturbance in metabolism, the most 
significant aspects of which are thought to be 
due to secondary depression of function of the 
adrenal cortex. The complex role of the pitui- 
tary and adrenal cortex in glucose metabolism 
cannot be reviewed in a paper of this kind. It 
is considered that a specific disturbance in 
glucose metabolism in alcohol addicts is one of 
the most pronounced features of a generalized 
metabolic disorder. Voegtlin, etc.,° considered 
that in over 50% of 303 patients examined, 
there was evidence of a derangement in carbo- 
hydrate metabolism. 

Other aspects of this disturbance including 
changes in water and electrolyte metabolism 
have been considered by Smith. It is considered 
that “eraving” for alcohol is partially attribut- 
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able to a disordered metabolism and _ that 
“hunger” for foods represents a more normal 
state. It is considered possible that hunger is 
only experienced when a “normal” metabolic 
state enables the body to utilize certain es- 
sential foods. It is further considered that intra- 
venous insulin, glucose and vitamin B serves to 
re-initiate a metabolic state capable of utilizing 
glucose and that the improvement in other 
metabolic disturbances follows the restoration 
of the sensations of hunger, thirst and appetite 
if the patient is exposed to a properly re- 
inforced diet. Smith’ and Tintera and Lovell 
may be accomplishing a more generalized cor- 
rection of disorganized metabolism by the use 
of ACE, cortisone and ACTH. 


SUMMARY 

A method of treating the intoxicated alcohol 
addict using intravenous, standard insulin, 
50% dextrose, and vitamin B complex has been 
discussed. It is suggested that the effectiveness 
of this method may be due to its ability to re- 
initiate normal glucose metabolism, which 
could have become deranged from the repeti- 
tive depressant effect-on the pituitary gland 
of repeated or continual intoxication. 


CONCLUSIONS 

1. The intravenous use of 50% dextrose, 
standard insulin as outlined, and vitamin B 
complex rapidly reduced intoxication and 
craving in 84% of patients on the first injec- 
tion. The administrative and nursing problems 
commonly associated with intoxicated patients 
were rapidly resolved. 

2. Delirium tremens appear to be avoided 
with this treatment, or, if present, may be 
rapidly interrupted. 

3. “Tapering-off” procedures have no medi- 
cal justification in any respect of the treatment 
of intoxication. 

4. The use of sedatives, hypnotics or narcotics 
is contra-indicated in the treatment of alcohol 
addiction. Repetitive use may lead to further 
addictions and is unconditionally condemned. 


REFERENCES 
1. THIMANN, J. AND rae, P.: Quart. J. Stud. on 
ae 7: 506, 
BK, 25. iss iieeant > W., FAZEKAS, J. F. AND 
WaisH, Cc. S.: Quart. . Stud. on Alcohol, 1: 663, 


‘ SMITH, H. W., McBroom, a Pe AND BELL, R. G.: 
Canad. M. A. J., 63: 250, 1950 
. LOLLI, G. AND GREENBERG, L, A: Quart. J. Stud. on 


Alcohol, 3: 92 
. Gross, M.: Quart. J. Stud. on Alcohol, 6: 25, 1946. 
Quart. J. Stud. on Alcohol, 7: 667, 


WILLIAMS, R. J 
SMITH, J. J.: Quart. J. Stud. on Alcohol, 10: 251, 1950. 
TINTERA, J. “AND LOVELL, H. W.: Geriatrics, 4: 274, 


949. 
VOEGTLIN, L., O’HALLOREN, P. AND O’HALLOREN, N.: 
Quart. J. Stud. on Alcohol, 4: 163, 1944. 


$9 


2 I a HB ye 








Canad. M. A. J 


June 1951, vol. 64 CRalG: 


Porson Ivy 





513 








R&ésuME 

Des nombreux traitements proposés pour la désintoxi- 
cation des alcooliques, 1’un qui donne des résultats des 
plus satisfaisants consiste dans ]’injection intraveineuse 
de glucose, d’insuline et de complexe vitamine B, pouvu 
que le malade ne soit pas dans le coma ni ait une grave 
affection cardiaque. A un flagon de 50 c¢.c. contenant 
de la dextrose & 50%, on ajoute le nombre d’unités 
indiqué suivant 1’Age et le poids du sujet (de 10 & 50 
suivant les cas), ainsi que 20 mgm. de thiamine et 200 
mgm. de nicotinamide. 

Pendant tout le temps de la réaction & 1’insuline le 
malade restera sous une étroite surveillance médicale, 
soit pour interrompre le traitement ou injecter la 
dextrose nécessaire. En 1’absence de réaction a |’insuline 
une heure et demie aprés la dose initiale, il est loisible 


d’injecter 10 & 20 unités d’insuline par voie intra- 
musculaire. 

Cette technique a permis 4 1’auteur de diminuer 
rapidement, dés la premiére injection, le besoin d’alcool 
dans 85% des cas. En outre, parce qu’elle ne nécessite 
pas de réduction progressive d’alcool, qu’elle semble 
éviter ou amender rapidement le delirium tremens, le 
probléme du nursing de ces malades A l|’hépital s’en 
trouve considérablement diminué. A noter aussi la contre- 
indication, chez tous ces malades, de sédatifs, hyp- 
notiques et narcotiques. 

L’efficacité de cette méthode tient A ce fait qu’elle 
remet en branle le métabolisme normal du glucose, dé- 
rangé par suite de l’effet dépressif de 1’abus d’alcool 
sur le fonctionnement de la glande pituitaire, et 
secondairement sur le cortex surrénalien.. 





POISON IVY 


Gibson E. Craig, M.D. 
Montreal, Que. 


OISON ivy is the term used to designate a 
form of contact dermatitis which is pro- 
duced in sensitive people by the resinous juice 
from the vines or shrubs of the genus Tozico- 
dendron which is also. commonly ealled poison 
ivy. This is a trifoliate species of woody vine 
or shrub which is native to North America. The 
form with bushy habit and lobed leaflets is 
often called poison oak especially in the western 
part of the continent. The commonest form 
Toxicodendron radicans is abundant in eastern 
North America, less common westward. To the 
same family also belongs Toxicodendron vernix 
which is native to the swamps of Quebec. This 
is a tall bush or small tree and is popularly 
known as poison sumac. Botanists have de- 
scribed some fifty varieties of poison ivy native 
to North America, but for our purpose they can 
be all grouped as one. 


SomME CHEMICAL ASPECTS 


The Council on Pharmacy and Chemistry of 
the American Medical Association say that it is 
probable that the active agent is the same in the 
saps of all the above varieties. This active in- 
gredient is known as urushiol. The physical and 
ehemical properties of this substance are such 
that many beliefs concerning poison ivy derma- 
titis are found untenable, and at the same time, 
other common observations are fortified. Urushiol 
is not volatile at ordinary temperatures and con- 
trary to popular belief, it has been shown by 
Shelmire that sensitive patients exposed to the 
burning leaves of poison ivy do not get derma- 
titis. Urushiol becomes dark in colour and loses 





its toxicity when oxidation occurs as a result of 
exposure to the air. This neutralization by oxida- 
tion is the basis for some therapeutic measures 
which will be mentioned later. Thick deposits 
of dried sap on clothing can resist complete 
oxidation for months or possibly years. The 
outer layers apparently harden and protect the 
inner layers from moisture and air thus pre- 
venting complete oxidation. This explains the 
recurrence in some patients who are not exposed 
to the plant but wear contaminated clothing. 


SENSITIVITY TO POISON Ivy EXTRACT 


All observations indicate that ivy dermatitis 
occurs only after a person has been exposed and 
has become sensitive. Sulzberger estimates that 
about 73% of individuals adequately exposed to 
poison ivy become sensitized. After the primary 
exposure, if the person becomes sensitized, there 
is an incubation period of four to twenty days, 
usually six to twelve, before there are any symp- 
toms of the dermatitis. The length of this in- 
cubation period, is as a rule, independent of the 
amount of the inoculum. This long incubation 
period following the sensitizing dose is often the 
cause for failure to diagnose the condition, and 
it is commonly believed that the dermatitis will 
appear a few hours after the exposure. The 
time interval which must elapse between the 
inoculation and the first appearance of the 
dermatitis cannot be shortened beyond a 
certain minimum, no matter how massive the 
inoculation. It should be noted, however, that 
once sensitization has occurred the phenomena 
of incubation period has ceased to exist, and 
exposure results in a reaction in twenty-four to 
forty-eight hours. 

All the chief races of man appear to be 
equally susceptible if they are equally exposed. 
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Deibert, Menger and Wigglesworth obtained 
almost identical percentages, 58 to 56 respec- 
tively among adult white subjects and Ameri- 
ean Indians. The only racial exception so far 
encountered is the Eskimo of Baffin Island, 
whom it is believed has never been exposed and 
sensitized. Apparently a sensitivity may lapse 
or become diminished, as Shelmire found that 
only 8.5% among patients averaging over 
seventy years of age in the Convalescent Home, 
where exposure was at a minimum, 
sensitive. 


THE DISEASE 

The dermatitis produced by the extract is 
characteristically a vesicular bullous eruption. 
The severity will depend upon first, the dose, 
and secondly, the sensitivity of the patient. It 
is, therefore, common to see bulle arising in 
one area, a day or two later vesicles appearing 
in another area, and still later smaller vesicles 
appearing in a third area. This is thought by 
some to be due to the spread of the dermatitis, 
however, it is now known that the extract is 
fixed in the tissues in the matter of a few 
minutes, and that no spread can take place 
after that time. The appearance of new lesions 
for several days following the exposure means 
that the places with the largest dose appeared 
first, and those with the smaller doses appeared 
later. It is a commonly held opinion that the 
vesicular fluid can spread the dermatitis. 
Pratt and Corson did patch tests with poison 
ivy extract on 223 men, 156 of whom showed a 
vesicular eruption at the site of the patch test. 
In no instance did any lesion develop outside 
the original site. Under sterile conditions, the 
vesicular fluid was withdrawn and used as a 
patch test on the patient, and other susceptible 
persons, but it was found that it was impossible 
to re-produce the dermatitis by this method. 
This has been repeated by several other 
authors. 


TREATMENT 


Poison ivy like any other form of contact 
dermatitis will clear when the irritant is re- 
moved. If the skin is thoroughly washed with 
an alkaline soap a few minutes after exposure 
no dermatitis will occur. If however the extract 
remains on the skin for an hour or more it be- 
comes fixed and no amount of washing will re- 
move it. Once vesicles appear the disease runs 
a course of six to fourteen days. This time is 
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not greatly influenced by any treatment local 
or parenteral. 

Local measures aid only in relieving itching 
and preventing secondary infection. Com- 
presses of such oxidizing agents as potassium 
permanganate, ferric chloride and sodium per- 
borate are useful, as are anti-pruritie lotions. 
The use of the anti-histamine drug was started 
with the advent of benadryl and while these 
drugs are not universally helpful, they appear 
to relieve itching in a high percentage of cases. 
As it is well known that any method which 
breaks the blisters will relieve itching, cryo- 
therapy has been tried using liquid air, solid 
earbon dioxide and ethyl-chloride sprays. Of 
these the latter is the easiest to use and gives 
relief lasting several hours. The use of intra- 
muscular injections of poison ivy extract in 
treatment is to be condemned. Stevens after a 
thorough study of the subject concluded that 
“treatment of the acute rash with poison ivy 
extracts should be discouraged because many 
patients are made worse and there is no satis- 
factory evidence that they are helped.” 


PROPHYLAXIS 

Prophylaxis for poison ivy falls into two 
types. First, the inoculation or oral administra- 
tion of ivy extracts. Sulzberger determined the 
level of existing sensitivity in patients with 
serial patch tests. He then gave three to four 
intramuscular injections of specific extract, and 
two weeks later retested the patients quantita- 
tively. In several hundred tests no uniform re- 
sults were obtained, in most cases the degree 
of sensitivity was unchanged, in a few cases 
the sensitivity was less, in some the sensitivity 
was greater. Shelmire reported unsatisfactory 
clinical results, using intramuscular injections. 
There were severe local reactions unless the 
substance was injected in very high dilution. 
He states that it would take injections over 
many years in order to obtain any degree of 
immunity. With oral prophylaxis, however, 
using more potent extracts, he believes that 
over 50% of his patients were helped, although 
he had unequivocal proof of hypo-sensitization 
in only four patients. 

Reactions have frequently been reported in 
the literature, both from oral and from peren- 
teral administration. Perianal dermatitis has 
been the commonest complication. This in fact, 
was reported by Dakin over a hundred years 
ago in patients who had chewed poison ivy 
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leaves, in order to try and obtain some im- 
munity. The gastro-intestinal tract is irritated 
by the ingestion of ivy extract so that ab- 
dominal symptoms during the first few weeks 
of therapy were noted. Toxic rashes occurred in 
almost all of the group studied by Gold and 
Masucci. Where persons cannot escape contact 
with the plant, oral desensitization should be 


MEDICAL REHABILITATION OF THE 
HANDICAPPED IN CANADA* 


W. P. Warner, M.B. 


Director General of Treatment Services, 
Department of Veterans’ Affairs, Ottawa, Ont. 


| APPRECIATE the honour and privilege of 

speaking to you on medical rehabilitation 
and realize that it is because of the work of 
the many employees of Treatment Services in 
D.V.A. in the field of medical rehabilitation 
that this has been brought about and not 
through any special merit on behalf of myself. 

Many of the principles which have worked 
in the medical rehabilitation of the veteran can 
be applied to the civilian field and may be im- 
proved on when considering the best method 
of setting up some rehabilitation plan for the 
handicapped civilians in Canada. 

The need for a rehabilitation program, which 
we do not have in Canada and which we need 
so badly, is so obvious that I will not comment 
on it. Under normal peacetime conditions a 
program for rehabilitating the handicapped is 
certainly indicated. The international situation 
with its increased use of manpower increases 
this need. Also, and this is important, the care 
and rehabilitation of the upper age group or 
ageing in our population, so-called geriatrics, 
has become a real problem. Our span of life has 
been increased enormously. We have done 
practically nothing to look after the comfort 
and happiness of this ageing group or to tap 
the great manpower resources made available 
by Science and Medicine in making people live 
much longer. What you are considering at this 
conference could have far-reaching effects on 
this problem. 

* Address delivered as one of key-note speeches 


at National Conference on Rehabilitation of Handi- 
capped Persons, Toronto, February 1, 1951. 


tried along with protective clothing. Barrier 
creams, such as kerodex may be useful. 
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PRINCIPLES 

Medical rehabilitation is the cornerstone of 
any rehabilitation program for the handicapped. 

This would seem an obvious statement re- 
quiring no elucidation. We are trying to re- 
habilitate the handicapped — physically and 
mentally. That handicap must be the focus 
point of our program, and there must also be 
assessment of the positive assets of the indi- 
vidual after all has been done to remedy his 
handicap and keep it remedied. 

How then does so-called medical rehabilita- 
tion operate in the process of getting a person 
with a handicap as fit as possible, assessing his 
potentialities for rehabilitation and overseeing 
his vocational guidance and placement because 
of a medical knowledge of his disability and 
his remaining assets? 

Medical rehabilitation starts immediately 
the man’s disability is treated or considered 
and his remaining assets evaluated. That is, the 
doctor treating the deformed limb, the crippled 
heart, ete., should not only treat the condition 
but take steps to rehabilitate the patient. Treat- 
ment is not finished until the doctor has done 
all possible to make the man as fit physically 
and mentally as possible, sized up his remain- 
ing assets and, by calling in various specialists 
in physical medicine, as well as the social 
worker, psychologist, vocational guidance offi- 
cer, placement officer, ete., advised on his 
vocational guidance and kept track of him even 
after he has been placed in employment. 

I am afraid that at present in 9 cases out of 
10 the doctor does the best he can to make the 
man as fit, physically and mentally, as possible, 
and then discharges him still handicapped, 
with no thought of rehabilitation. 

Medical rehabilitation should start when the 
man gets sick or injured and should never end 
as long as the man has a disability: it has a 
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great deal to do in the active remedial phase, 
the first phase of the man’s rehabilitation. 
Since we assume the man has a remaining dis- 
ability, medical rehabilitation continues to 
oversee the disability as long as that man has 
it. There will be less need of medical super- 
vision in the vocational and placement phase 
but the need is still essential. 


Team work in rehabilitation. 
No rehabilitation program can succeed un- 


less there is complete co-operation and team-: 


work between the various groups and agencies 
contributing to the rehabilitation of the man. 

As an example, the doctor undertaking the 
active remedial phase of the patient’s rehabili- 
tation will see that the best possible medical 
care is procured for him. In this group of pa- 
tients that we are interested in who have a 
remaining handicap sufficient to indicate re- 
habilitation measures, it will be essential for 
the treating doctor to often call in the assist- 
ance of the physical medicine specialist who 
will direct remedial physical medical measures 
through the various agencies at his command, 
(z.e., remedial physical training instructors, 
physiotherapists, occupational therapists). The 
vocational guidance officer should be brought 
in by the physician in charge of the case as 
soon as he considers it wise. At this time, the 
medical social worker and the psychologist 
should be brought into the team for expert 
advice regarding the social condition of the pa- 
tient and to help in the assessment of the dis-’ 
abled person’s remaining assets and how best 
they can be guided and made use of to make 
his rehabilitation possible. 

Team work, by all the agencies which can 
contribute to the man’s rehabilitation, is es- 
sential from the active treatment phase to 
placement in industry. The chief director of 
this co-operative team will gradually change 
from the rehabilitation-minded physician to the 
placement officer as the man’s rehabilitation 
progresses. 

Desirability of using part-time employees and 
utilizing voluntary organizations. 

I believe that the medical rehabilitation pro- 
gram will be much more efficient and much less 
expensive if the least number of full-time 
Federal or Provincial civil servants are em- 
ployed to carry it out. The services of the best 
medical brains of the country should* be 
employed on a part-time or fee-for-service 
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basis to supply active treatment in the active 
treatment phase of rehabilitation. Part-time 
doctors could, to a large extent, be utilized for 
all stages of the medical rehabilitation 
program. 

This employment of part-time doctors, not 
full-time civil service doctors, has been one of 
the fundamental principles which has led, I 
believe, to the building up of an excellent 
treatment service for the veterans of Canada. 
If it works there, it will work in a Canadian 
rehabilitation program. 

I would also like to urge, although it is not 
completely within the range of what I am sup- 
posed to talk about, that a similar principle be 
adopted in the Canadian rehabilitation pro- 
gram for obtaining the services of needed 
personnel other than doctors. In the vocational 
guidance and placement fields, some full-time 
state employees will be necessary. However, a 
great deal of the program can be carried out 
by part-time employees or volunteers. Many of 
the presently functioning voluntary organiz- 
ations for rehabilitation with which you are all 
familiar should carry on as such. In some cases 
where these special voluntary organizations 
overlap in their activities, certain reorientation 
of those activities must take place. 

A further reason for having this rehabilita- 
tion program as far as possible not run by the 
state, with the employment of large numbers 
of full-time employees, is that it should be 
closely associated with Canadian universities, 
certainly as far as medical rehabilitation is con- 
cerned. Good liaison with universities is pos- 
sible only by the employment of part-time 
doctors employed on the staff of the university. 

Neither the state nor anyone else has ever 
found a substitute for the beneficial influence 
a free university can have on such a problem 
as we are studying. I would like to see the 
medical rehabilitation program linked up very 
closely with our universities, with the medical 


students, nurses, physiotherapists, medical 
social workers, psychologists, and experts 
training to be good vocational guidance 


officers. All these people while attending our 
universities as undergraduates should obtain 
some training in our rehabilitation program. 
The Canadian rehabilitation program should be 
of such a calibre as to provide much needed 
post-graduate facilities in these various fields. 
One of the reasons this Canadian rehabilitation 
program must have a small beginning and 
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grow is that we have not the trained personnel 
in Canada to put on any sizeable program. As 
we start, let us produce a plan which offers 
training facilities for these needed personnel. 


PRACTICAL APPLICATION OF THE ABOVE 
PRINCIPLES 

It is the function of the working committees 
of this conference to recommend some detailed 
planning as to how a rehabilitation program 
for the handicapped can be worked out. I trust 
in their deliberations they will at least consider 
the three basic principles outlined above. These 
are: (1) Medical rehabilitation is the corner- 
stone of any rehabilitation program for the 
handicapped. (2) Team work in rehabilitation. 
(3) Desirability of using part-time employees 
and utilizing voluntary organizations. 

Now, I should like to point out a few practi- 
cal relatively inexpensive steps which could be 
taken. These steps are only the minimum and 
not the ideal. If they were taken, many men 
and women would be rehabilitated that are now 
in need of it. The result of this, of course, 
would be inereased health and happiness for 
a fairly large number of Canadians. Secondly, 
increased manpower would become available 
and there would be a net economi€ saving. 

Rehabilitation sections in active treatment 
hospitals—As was pointed out, most doctors 
consider treatment of an individual complete 
when they have done the utmost by their skill 
to bring the patient as near as possible to 
normal, both mentally and physically. They 
should consider treatment as complete only if, 
in the case of the patient with a residual handi- 
cap, they direct rehabilitation measures in 
consultation with various other experts in this 
field until the patient is rehabilitated and en- 
gaged in the most suitable type of employment 
compatible with his continuing disability. 

It is suggested that, as an initial step in the 
Canadian program, a block of beds in active 
treatment hospitals be set aside as “rehabilita- 
tion” beds. The object in this is that the doctor 
treating the case would then have the rehabili- 
tation aspect of the patient brought to his 
attention. In this section, the doctor would also 
have available the services of various persons 
and agencies who could help with the assess- 
ment of the man’s disability, his potentialities, 
and what should be done to rehabilitate him. 

It would also be possible to admit to this 
section a person whose disability had*~ been 





present for some time but who had not been 
rehabilitated. The object of admission to this 
section would again be to assess the man and 
decide whether he needed active treatment or 
what could be done to rehabilitate him. 

The immediate objection to this would seem 
that active treatment beds which are at such a 
premium in Canada would not be available for 
such a project. However, I think that if this 
unit is properly run and is under the direction 
of a doctor with adequate auxiliary services, 
patients presently occupying active treatment 
beds for long periods of time could be taken 
out of hospital and rehabilitated. There would 
also be some who are not capable of rehabilita- 
tion to industrial employment, and these could 
be discharged from hospital to various institu- 
tions or homes. This rehabilitation should be 
under the active administration of a doctor 
interested in the rehabilitation side of medi- 
cine and he should have available to him the 
various services and agencies that are so neces- 
sary to act as a team in the assessment of the 
patient’s disability, his remaining assets, and 
the determination of the best possible future 
for him. It is stressed that patients should be in 
this block of beds for only a short period of 
time. ae 

Rehabilitation centre in the community. — 
There should be in each community where this 
rehabilitation program is being undertaken a 
rehabilitation centre which would be under the 
direction of a medical man preferably the right 
type of specialist in physical medicine. Barring 
the availability of such a specialist, it should 
be run by an internist who is interested in 
medical rehabilitation. It is quite possible that 
such a person might be a full-time employee. 

The essential function of such a rehabilita- 
tion centre would be the co-ordination of the 
rehabilitation program in the locality. Patients 
would be referred from the rehabilitation sec- 
tion in the hospital and further assessed or 
given some form of remedial therapy. Persons 
would be referred who needed rehabilitation 
and could be assessed at this centre or sent to 
various part-time doctors for a clinical assess- 
ment. Records will be kept at this centre of 
all people with whom this rehabilitation pro- 
gram is dealing. These records would be con- 
tinuous and should provide a follow-up at 
intervals of the person while he is having some 
active remedial therapy done, while he is 
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undergoing vocational training, and after he 
has been placed in industry. 

This centre with its records and follow-up is 
the second most important thing needed in a 
rehabilitation program. At present, persons 
with a disability are discharged from hospital 
with no follow-up as to how they do in what- 
ever job they are placed or happen to find. 

This rehabilitation centre could be very com- 
plete and expensive including hospital beds 
and various types of remedial therapy facilities 


such as physiotherapy, ete. On the other hand,” 


it could start in a very small way with one 
doctor and a set of records, with or without 
physiotherapy facilities. 

The above two steps, if undertaken, would 
overcome the two greatest gaps in the rehabili- 
tation of civilians in Canada. The rehabilitation 
section in the active treatment hospital would 
start the patient on his way to rehabilitation. 
Now, all too often, no start is made, no plan- 
ning is done, the patient being discharged to 
his home with his disability. The rehabilitation 
centre would provide for assessment where the 
various agencies concerned with rehabilitation 
could co-operate. Most important of all, it 
would provide a clearing house where possible 
candidates for rehabilitation could be seen and 


ACCIDENTAL LIGATION OF THE 
HEPATIC ARTERY AND ITS 
TREATMENT 


P. W. Edgecombe, M.D., C.M., and 
Campbell Gardner, M.D., C.M., F.R.C.S.(Eng.), 
F.R.C.S.[C.], F.A.C.S. 


Montreal, Que. 


FORTY eases of ligation of the hepatic artery 

or one of its branches have been reported 
in the literature. The following case illustrates 
the physiological principles involved in its sue- 
cessful treatment. 


CasE History 


This 50-year old veteran, white male, was admitted 
to Queen Mary Veterans’ Hospital on September 15, 
1950 with a 4-months’ history of fatigue, occasional 
diarrhea and burning epigastric pain following meals. 
Gastric carcinoma had been suspected and confirmed by 
x-ray. 

On examination there was tenderness in the left hypo- 
chondrium and a suggestion of a mass in the epigasttium. 
There was slight dullness and diminution of the breath 
sounds at the base of the right lung, but a chest x-ray 
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a program outlined for them. This centre 
would provide follow-up on all cases where re- 
habilitation is being attempted, from the active 
treatment phase to follow-up examinations and 
assessment even after the person has been 
placed in industry. 


CONCLUSIONS 


In the setting up of a program for the re- 
habilitation of the handicapped in Canada, 
three basic principles should be considered. 
These are: 

1. Medical rehabilitation is the cornerstone of 
any rehabilitation for the handicapped. 

2. Team work is essential in a rehabilitation 
program. 

3. It is desirable to use part-time employees 
and utilize volunteer organizations to the full- 
est extent rather than having full-time em- 
ployees chiefly responsible for the program. 

As an initial step, it is recommended that a 
considerable program could be undertaken 
with a relatively small beginning by: 

1. Establishing rehabilitation sections in ac- 
tive treatment hospitals. 

2. Providing a rehabilitation centre in the 
community outside the hospital, which need 
not entail a great expenditure of money. 





showed only old pleural thickening. Hemoglobin was 
83%, white blood cells 10,600, sedimentation rate 26. 
Urinalysis and blood serology were negative. 

Laparotomy was performed on September 18, anzs- 
thesia being induced by pentothal and curare and main- 
tained with 50% nitrous oxide and oxygen. 

The pyloric antrum contained a firm nodular tumour 
approximately 6 cm. in diameter. There were obvious 
metastases to the lymphnodes lying in the gastro-hepatic 
omentum and along the aorta. The liver was free of 
gross metastases. It was felt that it was possible to 
remove the tumour and metastatic lymph nodes. 

The greater omentum was freed from the transverse 
colon and the duodenum was transected 3 cm. from the 
pylorus. When dissecting the gastro-hepatic omentum 
from the porta hepatis, brisk arterial bleeding was en- 
countered and controlled only with difficulty. Further 
dissection revealed however that the common hepatic 
artery had been ligated distal to the origins of the 
gastro-duodenal and right gastric arteries. The ligation 
was carefully removed and the damage assessed. The 
hepatic artery had been torn in two places. Each rent 
was grasped in a hemostat and ligatured laterally in the 
hope that the lumen might be partially preserved. This 
mancuvre, however, was futile as no pulsations passed 
through the damaged segment. At the conclusion of the 
operation the hepatic artery had become a hard pulseless 
cord, apparently the result of thrombosis. A search was 
made for an accessory hepatic artery. The hepatic pedicle 
and the celiac arterial plexus and the superior mesenteric 
artery were further dissected but no accessory artery 
could be demonstrated. The stomach was removed, leav- 
ing a small portion of the fundus for anastomosis to the 
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jejunum. This procedure entailed the division of the 
gastro-duodenal, right and left gastric arteries. 

The patient’s condition remained stable throughout 
operation. Initially the blood pressure fell from 140/80 
to 110/70 but it quickly rose to 140/100 and was main- 
tained there. He was given 800 c.c. whole blood and 800 
c.c. saline. (Subsequent examination of the specimen by 
the pathology department revealed an adenocarcinoma 
of the stomach with lymph node metastases. ) 

Postoperatively his condition was carefully watched 
to ensure the prevention of shock. He was placed in an 
oxygen tent and periodically was given oxygen by mask 
under pressure. Because of postoperative intestinal ileus, 
Wangensteen suction of the stomach was maintained for 
4 days, during which time he was supported with intra- 
venous saline and casein hydrolysate (amigen). Massive 
antibiotic therapy was immediately instituted in the 
form .of 1,000,000 units of crystalline sodium penicillin 
intramuscularly every 3 hours and 100 mgm. of aureo- 
mycin intravenously every 6 hours. After 2 days the 
dosage of penicillin was gradually reduced and dis- 
continued after a total of 3 weeks. The aureomycin was 
changed to 500 mgm. B.I.D. by mouth on the 5th post- 
operative day and continued for another 10 days. In 
spite of vigilant care he developed an area of atelectasis 
in the right lower lobe. This responded to routine ther- 
apy of enforced coughing and deep breathing. There 
were no further pulmonary complaints. 

On the 8th postoperative day, following removal of 
the skin stitches, the wound separated and small bowel 
eviscerated. It was immediately repaired under a 
combination of local and general anesthesia. 

Although temporarily retarded by these complications 
his condition steadily improved and he was discharged 
on October 25. At no time did he develop jaundice. As 
shown in Table I there was some impairment in liver 
function but on November 17, the liver function tests 
were normal. When last seen on January 11, 1951, he 
looked and felt well and had gained 10 lb. He was free 
of pain, had a good appetite and bowel movements were 
regular. The abdominal scar showed a little weakness 
but there was no tenderness and no masses were palpated. 


Tapup I. 


LABORATORY DATA ON THE CASE REPORTED, IMPAIRMENT OF LIVER 
FuNcTION 18 MAXIMUM IN THE 4TH POSTOPERATIVE WEEK. 


Tests 1st 
Hemoglobin % 
White blood cells 
Sed. rate 
Prothrombin 
time (sec.) 5 
Serum proteins 5.38 
A.G. ratio 1.3 
Serum bilirubin 0.6 
Serum cephalin 

cholesterol 

flocculation — 
Serum alkaline 


88 
13,200 
28 


phosphatase as 
Serum cholesterol 175 
Urobilinogen 

(urine) —_— 
Broinsulphthalein NR 





*—-NR No recorded data. 


DISCUSSION 


The late Roscoe Graham and D. Carrell* in 
3932 collected 26 cases of hepatic artery ligation 
done either accidentally or for conditions other 
than aneurysm, and two ligations for aneurysm 
of the hepatic artery. The classification? of these 
former cases is as follows: 


1. Ligation of the common hepatic artery and its col- 
lateral circulation (rt. gastric and gastro-duodenal) 9 
cases with a mortality rate of 66%. 

2. Ligation of the right hepatic artery, 8 cases, with 
a mortality rate of 60%. * 


3. Ligation of the left hepatic artery, 7 cases, with a 
mortality rate of 71%. 

4. Uncertain site of ligation, 2 cases, both followed 
by recovery. 


In these 26 cases, the total mortality rate was 
50%. 

Brunschwig* described a case in 1941 in which 
the hepatic artery had been ligated during a 
resection of a carcinoma of the cystie duct. The 
patient died on the 22nd day of necrosis of the 
liver. Dennis and Vargo* reported another case 
in 1946 in which the hepatic artery was involved 
in carcinoma of the head of the pancreas. The 
artery was resected and reanastomosed but the 
patient died. They did not state the exact cause 
of death. Gordon-Taylor® in 1943 quoted a series 
of 12 eases of ligation of the hepatic artery 
for aneurysm of the hepatic artery with a mor- 
tality rate of 75%. He felt that in 2 of the 3 
eases that had recovered, aneurysm had not 
been proved. In 1950, Grant et al.® reported a 
case of aneurysm in which the hepatic artery 
had been occluded by gauze packing plus throm- 
hosis. The autopsy findings were necrosis of the 
liver and bronchopneumonia. 

In the majority of these fatal cases the cause 
of death was termed liver necrosis. In some cases 
the liver necrosis was massive, in others small 
and patchy. In a few fatal cases, no demon: 
strable disease could be found in the liver. 

Ours is the 11th reported case of ligation of 
the common hepatie artery for conditions other 
than aneurysm. 


Experimental ligation—This has been thoroughly in- 
vestigated.7 to 12 In rats, rabbits and guinea pigs ligation 
of the hepatic artery or one of its terminal branches is 
followed in almost 100% of cases by necrosis of the cor- 
responding portion of the liver and death of the animal, 
usually within 24 hours. In dogs and cats ligation of the 
hepatic artery or one of its branches is. not necessarily 
followed by necrosis, but if the collaterals (right gastric 
artery and gastro-duodenal artery) are also ligated, 
necrosis and death follow, usually within 22 hours.11 In 
dogs and cats, the collateral anastomosis of the hepatic 
artery is more abundant than in the former animals,® 
and in addition, the amount of oxygen supplied to the 
liver by the portal vein is proportionately much greater.13 
However, if ligation is done in stages, from the origin 
of the hepatic artery distally, the animals will survive 
and it has been demonstrated conclusively that the livers 
of rats, rabbits, dogs and cats can subsist on portal 
venous blood alone.11, 12, 13 


Physiological considerations.—The physiologi- 
eal concept of the changes produced in the liver 
secondary to ligation of its arterial blood supply 
has been radically altered by the recent work of 
Markowitz.'* It is now thought that necrosis in 
animals is due to the sudden proliferation of 
anaerobic gas-forming organisms and_ that 
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changes can be prevented by aureomycin and 
penicillin. 

On the basis of our present knowledge, the 
etiology of liver damage seems to depend on four 
main factors, viz.: (1) Anatomy of the arterial 
blood supply and the site of ligation of the 
hepatic artery. (2) Tissue bacteriology. (3) 
Blood requirements of the liver and the rela- 
tive importance of the portal vein and hepatic 
artery in supplying the requirements. (4) Varia- 
tions in oxygen supply to the liver particularly 


as related to shock, Each factor is discussed‘ 


briefly below: 

Anatomy of hepatic artery and site of liga- 
tion. — The usually described type of hepatic 
artery is well known. It arises from the celiac 
axis as the common hepatic artery, gives origin 
to the right gastric and gastro-duodenal arteries, 
continues as the common hepatie artery and 
finally terminates in the right and left hepatic 
arteries.'® 

However, Daseler, Anson et al.,1° in a study 
of 500 cadavers found considerable variation in 
the position, course and length of these various 
arteries. The common hepatic artery rose from 
the eeliae axis in 83%, and from the superior 
mesenteric in 5%. In 12% of cases it was absent, 
the right and left hepatic lobes being supplied 
by separate arterial branches. The right hepatic 
artery arose from the usual type of common 
hepatie artery in 83% and from other sources 
(mainly the superior mesenteric) in 17%. The 
left hepatic artery arose from the common 
hepatie artery in 82% and from other arteries 
(celiac axis, left gastric, ete.) in 18%. They 
found an accessory right hepatic artery present 
in 7%, and an accessory left hepatic artery in 
35%, for a total of 42%. Rabinovitch’ in a 
study of 66 cadavers, found an accessory artery 
present in 46%. 

Accessory hepatic arteries may arise from 
the opposite hepatic artery, the right gastric 
artery, the gastro-duodenal artery, common 
hepatic artery and more rarely from the superior 
mesenteric,‘® inferior mesenteric, right renal, 
aorta, and splenic arteries.1* There is also con- 
siderable variation in the cystic, left gastric, and 
gastro-duodenal arteries. Within the liver the 
right and left hepatic arteries anastomose with 
each other under Glisson’s capsule, in the tissues 
of the portal fissure and porta hepatis and with 
the inferior phrenic arteries.’® 

Obviously, the presence of an accessory artery 
would tend to mitigate or negate the effect of 
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ligation of the hepatie artery. Because of the 
wide variation, it is very difficult at the time of 
operation to be sure of either its absence or 
presence. It is also apparent that the abundant 
collateral anastomosis will preserve the arterial 
circulation should ligation be performed proxi- 
mal to the right gastric and gastro-duodenal 
arteries. Haberer® states that ligation of the 
hepatic artery becomes progressively more dan- 
gerous as one proceeds peripherally. 

Bacteriology of the liwer.—Considerable work 
has been done on animals,?°t?5> but we could 
find little experimental work of value on the 
bacteriology of the human liver. It is apparently 
well established that healthy uncontaminated 
livers of normal dogs regularly contain a spore- 
forming Gram-positive anaerobic bacillus which 
splits glycogen and proteins with the production 
of gas. It produces a lethal toxin and is similar 
to but not identical with Cl. Welchit.2° Marko- 
witz't found that the proliferation of these 
anaerobes could be inhibited and necrosis of the 
liver prevented by the administration of peni- 
cillin to dogs in whom the hepatic artery had 
been ligated. In the absence of penicillin, death 
follows in practically 100% of cases. They sug- 
gested that the hepatic artery maintains oxygen 
in sufficient tension to prevent the proliferation 
of constantly present anaerobes. This work has 
recently been confirmed by others,® *° ** who 
found that aureomycin was also very effective 
in preventing necrosis and even prevented the 
onset of the peritonitis which often occurs in 
penicillin treated animals. 

Ford's”? cultures of human livers were 100% 
positive but his work was done several hours 
after death. More investigation is needed before 
the bacteriological status of the human liver is 
established and there are great inherent diffi- 
culties in applying animal experiments to hu- 
mans. Indeed, this application is rendered all 
the more difficult because of the pronounced 
differences in the lesions occurring in animals 
and those in man. 

In animals, death commonly occurs before 24 
hours and there is usually massive necrosis and 
copious gas formation, giving the liver a spongy 
appearance. In man, however, the average 


survival time of the 26 cases reported by 
Graham is 9 1/3 days. The necrotic areas have 
frequently been non-existent, or very small and 
there has been no mention of gas formation. 
Blood requirements of the liver and the rela- 
tive importance of the portal vein and hepatic 
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artery.—As a result of its various chemical 
activities the liver has a large oxygen consump- 
tion and needs 2 or 3 litres of oxygen per hour. 
It produces 300 calories of heat a day and its 
temperature is 1 or 2 degrees higher than the 
rest of the body.2* The average blood flow 
through the liver is approximately 1,500 ¢.c. per 
minute.?7 The liver pays for its strategic situa- 
tion at the head of the alimentary system by 
having to depend on venous blood for the major 
proportion of its oxygen supply. Recent estima- 
tions have placed the contribution of the hepatic 
to the total blood flow at approximately 20%," 
but it supplies approximately 40% of the total 
oxygen.”* The blood in the portal vein is only 
40 to 60% saturated with oxygen and the blood 
pressure is only 6 to 12 mm. mercury.** The 
arterial and venous blood mingle in the peri- 
pheral hepatic sinusoids and as a result the 
peripheral lobular cells have sufficient O, avail- 
able for their needs. The oxygen supply of the 
central cells, however, appears to be continually 
precarious as evidenced by the fact that they 
are the first to suffer from the chronic anoxia of 
anemia, heart failure,’* *° ete. 

Variations in oxygen supply to the liver par- 
ticularly as related to shock.—Recent experi- 
ments on shocked animals indicate that there is 
a very rapid and progressive fall in oxygen 
saturation of the portal and hepatic venous 
blood. While the oxygen content of the hepatic 
artery falls only terminally, it was found that 
it probably cannot compensate to any degree for 
the decrease in portal blood oxygen.?® Other 
work has implicated the liver in the production 
of irreversible shock. Frank et al.*° found that 
livers with an adequate oxygen supply withstood 
an arterial pressure of 30 mm. mercury longer 
than the controls and that 11 survived out of 
12; whereas in the controls, only 2 survived out 
of 17. The remainder died of irreversible shock. 
They concluded that preservation of an adequate 
oxygen supply to the liver is of crucial impor- 
tance and that anoxia of other tissues is not 
important in the production of irreversible shock. 


FURTHER CONSIDERATIONS ON TREATMENT 


The importance of supportive postoperative 
measures would appear to be magnified in these 
eases. Dehydration, anemia, cardiac decompensa- 
tion and atelectasis, pneumonia, hypoventilation 
of lungs due to pain, powerful sedatives and re- 
stricting bandages would all tend secondarily to 
lower the oxygen supply to an organ whose 


intake is already significantly depleted. An 
oxygen tent is undoubtedly helpful. However, of 
all immediate postoperative complications, shock 
is to be feared the most. It has already been 
mentioned that there is a profound and rapid 
decrease in portal venous blood flow and oxygen 
content in shocked animals. The animal livers 
could withstand anoxia for only 45 minutes 
before irreversible changes developed. 

Unfortunately our knowledge of the bac- 
terial flora of the human liver is very in- 
complete and the rationale for the administra- 
tion of antibioties relies solely on the findings 
in animal experiments. Possibly the dosage of 
antibiotics used in our case was excessive, but 
we chose to err on the maximum rather than 
on the minimum side. 

The dissection of the hepatic pedicle in this 
case was fairly thorough and no accessory 
hepatic artery was demonstrated. However, be- 
cause of the previously described wide varia- 
tion in this region, the presence of an accessory 
artery cannot definitely be ruled out. 

On the basis of only one ease, it is of course 
not possible to state whether the utilization of 
massive antibiotic therapy will result in any 
reduction of the fatality rate. We have been 
speculating on possible benefits which might 
ensue if this grave surgical accident should 
subsequently prove to be a relatively safe pro- 
cedure. One speculation concerns metastatic 
carcinoma. 

Segall’? has shown that numerous large 
branches of the hepatie artery ramify through- 
out metastatic carcinoma nodules, while no 
radicals of the portal vein penetrate their 
surface. The inference from this work is that 
the hepatic artery, and not the portal vein, 
supplies these actively proliferating cells. It 
would be interesting to see what effect, if any, 
ligation of the hepatic artery would have on 
these metastatic tumours. 


SUMMARY 


A ease of accidental ligation of the hepatic 
artery is reported. The literature is briefly re- 
viewed and the physiological principles in- 
volved in the successful treatment are discussed. 
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THE FUTURE OF THE PATHOLOGIST 
IN THE PRACTICE OF MEDICINE. HIS 
STATUS AND PRESTIGE* 


John H, Fisher, M.D. 


London, Ont. 


"THE Oxford dictionary defines “status” as 

social position, rank, relation to others, rela- 
tive importance; and “prestige” is defined as 
influence, reputation, derived from past achieve- 
ments and associations. I shall divide the subject 
matter into four sections. 

1. The clinical pathologist. — Today more 
than ever before the patient and the attending 
physician are demanding an accurate diagnosis 
as promptly as possible. For economic and other 
reasons it is highly desirable that such should 
be accomplished. The pathologist occupies a very 
important position in the investigation of the 
patient both living and dead. 

It has been said that the clinical laboratory 
is the “heart of the hospital”. It naturally fol- 
lows that the director of laboratories, the clinical 
pathologist, occupies a pre-eminent position in 
the smooth and efficient operation of the clinical 
laboratory. I would be insulting your intelli- 
gence if I attempted to define “clinical path- 
cology”. You all know so well the broad scope of 
laboratory procedures which clinical pathology 
embodies. A clinical pathologist should be looked 
upon as a consulting physician who is not only 
able to conduct the laboratory investigation but 
is also willing and available to assist and guide 
the attending physician in the interpretation of 
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results and in the clinical management of his 
patients. In this day and age it is unthinkable 
to practice medicine without efficient and ade- 
quate laboratory services. The quality of 
practice in a hospital or in a community is so 
intimately related to the efficiency of the labora- 
tory services. The right type of clinical path- 
ologist can be a tremendous asset to any hospital. 
Inglis put it very well when he said: 


‘*A well-trained pathologist endowed with the true 
scientific spirit, one who could win the confidence of his 
clinical brethren, will prove to be a boon to any group 
of practitioners. In competition with none of them, he 
can, in his special fields, be adviser to them all. If he is 
of the right calibre he will bring an interest into their 
work such as they have never dreamed of, and should 
there be some who feel overburdened with monotonous 
routine, he may save them from becoming mere carpen- 
ters and pill-mongers of the profession. To do all this 
a man must be endowed with high qualities, and that is 
why those who are devoted to pathology hope to attract 
to its ranks the very best of our graduates. ’’ 


Two factors in particular, inadequate re- 
muneration and an inferior status, have tended 
to discourage our promising young graduates 
from selecting clinical pathology as a career. 
Both of these unfortunate conditions are gradu- 
ally being remedied. The lot of the pathologist 
today is improved greatly. He should be re- 
garded as a specialist consultant and his re- 
muneration should be in keeping with his 
position. He should occupy a position on the 
medical advisory board, or equivalent governing 
body of his hospital, equal to any other head 
of a department. 

There is a tendeney at present to develop a 
super-technician who can take charge of the 
clinical laboratory. Such a person can conduct 
satisfactorily many of the ordinary laboratory 
tests but he eannot interpret the results to the 
clinician or discuss their application to his 
particular patient. It seems to me that our haven 
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of security rests mainly in morbid anatomy, 
possibly in hematology and in the development 
of a clinical pathologist who can act as a con- 
sulting physician. As Sprunt has said, “The 
pathologist is to the clinician as the judge is to 
the lawyer or as the agricultural chemist is to 
the farmer”. He must have critical judgment. 
He should be able to conduct a painstaking and 
efficient autopsy and know how to show the 
clinician the lesson it teaches in diagnosis and 
treatment. He should also. be well versed in the 
techniques and interpretation of laboratory aids 
in diagnosis and treatment. Divorcing himself 
from the clinic must be deplored. Otherwise the 
department of pathology becomes, like the de- 
partment of anatomy or the department of 
physiology, purely academic. He must not be an 
ermehair pathologist. He must attend clinical 
rounds and consultations, conduct clinical path- 
ological conferences and actively participate in 
the general work of the hospital. 

It is in the field of cancer diagnosis that the 
pathologist reigns supreme. The ultimate diag- 
nosis of a particular lesion must be a micro- 
scopic one. The clinician and the radiologist 
will be able to tell you if there is fluid in the 
pleural space but they cannot tell whether or 
not it is a malignant effusion. Similarly the 
radiologist may express certain opinions about 
a bone lesion but the final diagnosis depends 
upon the microscopic interpretation by a com- 
petent pathologist. A grave responsibility rests 
upon him, especially in rapid frozen section 
diagnosis. For an incorrect diagnosis may be the 
means of a patient unjustly losing a limb, an 
eye, a lung or part of his stomach; which opera- 
tion may cost the patient his life. 

2. The academic pathologist.—Those of us who 
hold academic appointments know the heavy 
demands on time and energy which teaching re- 
quires. Medical education is a costly enterprise 
today. The medical student is demanding, and 
rightly so, I think, more asistance and instruc- 
tion than ever before and the best that he can 
get. It is generally conceded that pathology is 
the most important laboratory subject of the 
medical curriculum in the clinical years. If one 
reads the Goodenough report on medical educa- 
tion in the United Kingdom, and the “Training 
of a Doctor” published by the committee on 
medical education of the British Medical <As- 
sociation one cannot fail to be impressed with 
the great emphasis and importance placed upon 
pathology in its relationship to clinical ‘medi- 


cine. Pathology is an integral part of medicine. 
Today there is a better understanding and 
greater bond of friendly teamwork between the 
elinician and the pathologist than ever before. 
There is an increasing tendency to split path- 
ology into many branches, morbid anatomy, 
clinical pathology, experimental pathology, ete. 
It is easier to split than to fuse. The accurate 
and detailed study of structural changes asso- 
ciated with disease will always remain an essen- 
tial part of pathology as a whole. Topley, a 
pure bacteriologist and in no way a morbid 
anatomist, in the first Kettle Memorial Lecture, 
paid a glowing tribute to the morbid anatomist. 


‘<Tf there is any danger at the present time in regard 
to the relative activity of the different aspects of path- 
ology, it isa danger of too few morbid anatomists, not 
too many. The rapid advances made by bacteriology and 
immunology, by bio-chemistry, and by the application, as 
in eardiology, of physiological methods of attacking 
pathological problems have invited so many workers into 
other paths that the expert histologist may soon be, if 
not a rara avis at least a species whose future gives rise 
to anxiety. We cannot do without him. As a diagnostician 
he has an essential part to play, and he forms a firm 
and valuable link between pathology and clinical medi- 
cine. In the field of experimental research his potenti- 
alities are in the early stages of development; and the 
growing realization of this fact, particularly in this 
country and in America, may provide us with the records 
that we so clearly need.’’ 


The teaching responsibilities of the patholo- 
gist are mainly three. (1) Instruction of the 
undergraduate student. (2) Training of those 
wishing to enter pathology as a eareer. (3) 
Teaching of those wishing to inerease their 
knowledge of pathology in preparation for 
specialization in some branch of clinical medi- 
cine. In the first group the pathologist has a 
great responsibility in trying to link other basie 
sciences with pathology and the whole with 
clinical medicine. “Pathology, Medicine and 
Surgery are not three separate sciences but one 
science, for physicians, surgeons and patholo- 
gists can be distinguished from one another 
only by the differences in the methods which 
they employ in the pursuit of one common aim, 
that aim being a knowledge of diseases, of their 
causes, progress and consequences, of their 
cure and prevention.” (Professor Dean). 

This is an age of specialization. Steadily in- 
creasing demands are being made by the post- 
graduate student for instruction in pathology 
as part of his training in the basic sciences in 
preparation for specialization in some branch 
of clinical medicine, almost to the exclusion of 
those wishing to take up pathology as a career. 

And so the pathologist finds that he is teach- 
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ing, teaching, teaching—teaching the intern 
and clinician in the autopsy room, the under- 
graduate in the laboratory or lecture room, the 
young pathologist in the interpretation of 
microscopic problems and the postgraduate 
student in conferences, seminars and clinical 
rounds. It is a pleasant and satisfying responsi- 
bility but it does take a great deal of time, 
almost to the exclusion of everything else. 

3. The pathologist as a medical scientist —The 
pathologist is an essential member in any medi- 


eal research group. His knowledge is required 


in the evaluation of structural changes which 
may occur in experimental disease. He must 
evaluate the effects of new therapeutic meas- 
ures, not only their effect upon the clinical 
course of the disease, but any harmful effects 
upon the patient or the experimental animal. 
He is indispensable in a concerted cancer re- 
search program. At the present time there is a 
tremendous swing to chemistry. Some feel that, 
in some directions at least, investigations have 
gone as far as they can go by a study of struc- 
tural changes. A whole new, almost unlimited, 
field is opening up in histo-chemical methods. 
There is a very great need for studies of this 
nature in experimental pathology today. The 
worker should not enter the field of research 
unless he possesses a particular aptitude for it. 
It should be of his own choice. He should not be 
pushed into it. The research worker should 
have some sort of routine duties, such as teach- 
ing or diagnostic routine, so that he does not 
become completely absorbed in research, does 
not become a pure investigator, for whom 
science has lost its interest as soon as it can be 
put to practice. This would be a retrograde 
step. On the other hand routine must not be a 
burden on him. He must have adequate time to 
meditate, to plan problems, to execute experi- 
ments and to assess results and observations. 

4. The medico-legal pathologist—We all know 
the low level which the medical legal autopsy 
reached, especially in criminal cases, during 
the era when the general practitioner was per- 
forming autopsies in coroner’s cases. We all 
know the prolonged and vigorous efforts of Dr. 
Robinson, Dr. Erb and Dr. Deadman to raise 
the standard of medico-legal investigation in 
the Province of Ontario and its present status. 
Forensic medicine is an established science 
which today occupies a high place in crime 
detection and the apprehension and conviction 
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of the criminal. It has been developed to a fine 
degree by such experts as Moritz in Boston, 
and in the United Kingdom by the late Sir 
Bernard Spilsbury, by Dr. Sidney Smith and 
Dr. Keith Simpson. I think it is noteworthy 
that all of these experts, are, or were, good 
general pathologists, with a good working 
knowledge of morbid anatomy, able to conduct 
a careful, painstaking autopsy and to ration- 
ally interpret the findings. So often the medical 
evidence forms the keystone of the arch for 
the prosecution’s case but remember that the 
Crown medical witness should try to bring out 
all the facts and findings, both favourable and 
unfavourable, to the Crown’s case, with a fair, 
open and unbiased mind. In large measure, I 
think, it is through their eminent fairness, their 
ability to weigh, evaluate and interpret find- 
ings and evidence in an unprejudiced mind and 
to stress points of medico-legal importance, that 
Dr. Robinson, Dr. Erb and Dr. Deadman owe 
their enviable reputation as medico-legal experts. 

Careful consideration might be given to the 
appointment of medical referees to advise the 
presiding judge in both criminal and civil cases. 
So often the two opposing sides line up medical 
experts with conflicting and opposing findings 
and opinions, a battle ensues with a maze of 
divergent opinions in which the judge and the 
jury, all laymen, are caught in the middle and 
unable to decide the proper weight which should 
be attached to the evidence. The use of medical 
referees has worked quite well in England and 
in some parts of the United States, for instance 
in the State of New York. 

The field of pathology has become so vast and 
its branches so many that no man can be master of 
them all. Keeping abreast of new advances and 
the rapidly expanding volume of current litera- 
ture alone are colossal tasks. The reputation and 
possible eminence of the pathologist may come 
from teaching, research, clinical pathology or 
medical legal work—no matter which. Into what- 
ever field his work may take him he should 
strive to gain the respect, the esteem and the 
confidence of all those with whom he is associ- 
ated. He must strive to be a good pathologist, 
a true pathologist. We must admit our mistakes 
and profit by them. Bluffing is a form of intel- 
lectual dishonesty. There are but three classes of 
men — retrograde, stationary and = progressive. 
Let us ever strive to be progressive. That will 
not be easy. It will require constant determina- 
tion, implicit devotion to our duties and re- 
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sponsibilities and immeasurable industry. Let us 
not be sanctimonious or supercilious, let us be 
humble. Let us strive to maintain a high stand- 
ard of éfficiency, co-operation and service. 

And what may a pathologist reasonably expect 
for his efforts? More than anything else he 
should expect happiness and satisfaction from 
his work and suitable recognition from his col- 
leagues for his efforts. These are good compen- 
sations for many shortcomings and deficiencies. 
A famous author once said: “My supreme piece 
of luck was in being completely fascinated by 
the work I was doing. I adore writing. If you 
ean be absorbed in something you are doing, 
find enough in it to live on, then I think you 
are inevitably a happy man.” 

The pathologist may also expect reasonable 
financial compensation for his efforts. “The 
labourer is worthy of his hire.” I do not think 
that any pathologist wants to be a wealthy man, 
otherwise he would not have selected pathology 


as a career. But more than a great many other 
things he wants financial security, not only for 
himself during his period of retirement and for 
some of the refinements and reasonable luxuries 
of life but also for his family and other 
dependents. 

To salve our financial deficiencies let us re- 
member “A good name is more to be desired 
than great riches” and “What shall it profit a 
man if he gain the whole world and lose his own 
soul.” 


‘*Not of what Beauty and Truth may mean, but 
what concern us more, how knowing what they are, we 
best for our own needs may use them.’’—R. C. Trevelyan. 
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SPECIAL INDICATIONS FOR RECTAL 
PENTOTHAL IN CHILDREN 


D. W. Whyte, MD. 


Department of Anzsthesia, Ottawa Civic 
Hospital, Ottawa, Ont. 


INCE first described by Weinstein in 1939, 
the use of rectal pentothal sodium pre- 

operatively for basal narcosis in infants and 
children, has increased steadily in popularity. 
The superiority of pentothal for this purpose, 
over chloral hydrate, paraldehyde, avertin, 
evipal, and various barbiturates, has long been 
definitely established. Barbiturates, other than 
the ultra-short-acting .group, have too pro- 
longed an effect, while the other agents men- 
tioned, are too toxic, too depressant, and too 
long acting.’ 

It would be ideal if every child about to 
undergo any operative procedure could be 
given rectal pentothal as a basal narcosis. It 
has been said, and rightly so, that, “except in 
ease of urgency, no conscious child should ever 
see the operating theatre, or be submitted to 
the terrors associated with the induction of in- 
halation anesthesia,” and that “the ideal to be 
aimed at, is that the child should fall asleep 
before operation, and awaken again afterwards 
in its own bed”’.? The elimination of preopera- 


tive fear and apprehension, with resultant in- 
creased pulse and respiratory rates,* may easily 
be accomplished by the use of rectal basal 
narcosis. The result is a more nearly physiologi- 
cal state during anesthesia. 

Burnap, Gain and Watts,* of Edmonton, have 
reported the routine use of this basal narcosis 
in all children preoperatively, over the past 
few years, with excellent results. Mark, Fox 
and Burstein,? in New York, using a smaller 
dosage, aim at pre-anesthetic hypnosis, rather 
than narcosis, and claim that the smaller dos- 
age renders it relatively safe to have the nurs- 
ing personnel administer the prepared doses of 
pentothal. 


ADVANTAGES AND DISADVANTAGES 

The advantages far outweigh the disadvan- 
tages, which consist mainly of the time-consum- 
ing nature of the procedure for the anesthetist, 
during a busy operating room schedule. This is 
not a factor, if the pentothal is administered 
by the nursing personnel in the patient’s room, 
nor is there much time wasted, if the patient is 
brought to the operating room for the injection. 
However, in both instances, there are distinct 
disadvantages. Bringing the children to the 
operating room before giving the instillation, 
defeats the whole purpose of using basal 
narcosis, because, by the time the patients ar- 
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rive in the operating room, they are usually 
upset and apprehensive, and considerable diffi- 
culty may be encountered in obtaining ¢o- 
operation. Then, too, we feel that the procedure 
should be carried out by the anesthetist, rather 
than by the nursing personnel, and the child 
watched carefully from the time of giving the 
pentothal. Occasionally, the depth of respira- 
tions is decreased, although the rate usually 
remains unchanged.* The pulse and colour seem 
unaffected, but nevertheless, the airway must 


be constantly watched, and oxygen and emer:"’ 


gency drugs kept at hand, once the pentothal 
has been injected. _ 

The advantages of basal narcosis are obvious 
and well known to us all. Almost invariably, 
small children coming into hospital, away from 
their own familiar surroundings, and knowing 
that something unusual is going to happen to 
them, are frightened and apprehensive, the 
degree of fear varying with the individual 
child. Even when they have been carefully told 
beforehand exactly what is going to occur, and 
re-assured about it; nevertheless, by the time 
they reach the operating room, and are about 
to be anesthetized, the majority of children 
will ery and struggle, no matter how much care 
and gentleness is used by the anesthetist. Most 
children have some knowledge of enemas, so 
that when rectal pentothal is administered, 
they are merely expecting another enema, and 
usually co-operate quite well. This avoids all 
the psychie trauma for the child, which is as- 
sociated with the induction of anesthesia, and 
certainly makes it a much easier and more 
pleasant task for the anesthetist, who does not 
have to reason with, or restrain the child, .or 
listen to the screams of terror that we all know 
so well. 

Under basal narcosis with rectal pentothal, 
induction of anesthesia is rapid and smooth, 
without spasm, less anesthetic is required for 
the operative procedure, there is less shock, and 
the postoperative period is smoother, with con- 
siderably less vomiting. 

Contraindications consist essentially of: (1) 
Anything which we would consider a contra- 
indication to the use of intravenous pentothal; 
and (2) the presence of any lesion in the colon, 
rectum or anus. 


Indications.—Rectal pentothal is most com- 
monly used in infants and children, for pre- 
operative hypnosis, or basal narcosis, prior to 
induction with a supplemental anesthetic 
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agent. In our hospital, where a local ruling of 

the powers-that-be prohibits the use of intra- 
venous pentothal in children under ten years of 
age, we frequently use basal narcosis with the 
rectal method, in cases where we would other- 
wise use the intravenous route for induction of 
anesthesia. 

Now, I should like to briefly discuss some of 
the special indications for the use of rectal 
pentothal in infants and children, in cireum- 
stances where the procedures may be, or in 
certain cases, must be, carried out under basal 
narcosis alone, without the addition of a sup- 
plemental anesthetic agent. Certain procedures 
which are accompanied by very little pain, 
such as changing of painful dressings, removal 
of sutures, application of casts, suturing lacera- 
tions about the face where a mask would be in 
the way, and examination of resistant children, 
are all easily handled by this method. Minor 
procedures in the out-patient department, when 
the child is not being admitted to hospital, and 
vomiting is to be avoided, are an indication for 
the employment of this technique. 

Another instance of its value is in cases of 
severe burns which are so extensive as to make 
any other method of anesthesia almost impos- 
sible. Even with the most extensive of burns, 
the anus and the immediate area around it is 
never involved, thus permitting rectal anes- 
thesia. It is useful in certain procedures in 
small children where the use of an inhalation 
anesthetic is contraindicated because of the 
necessity of using the electric cautery, such as 
electro-coagulation of warts, etc.; or when the 
x-ray is being used, as in cystoscopy and pyel- 
ography. We have employed this technique in a 
doctor’s office for removal of a small tumour 
on a child’s nose, by electro-coagulation, be- 
cause admission to hospital was considered to 
be an unnecessary expense for such a small 
procedure. However, this is not to be recom- 
mended as an office procedure, unless oxygen 
and emergency drugs are at hand. 

In the practice of dentistry today, the trend 
is definitely away from letting children’s teeth 
go unattended until extraction is indicated. 
Most modern dentists frequently and carefully 
inspect the child’s teeth from an early age, and, 
at the first sign of decay, fill them. In many 
instances, the child will not co-operate suffi- 
ciently to allow the fillings to be done, espe- 
cially when there are several cavities to be at- 
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tended to. A prolonged inhalation anesthetic, 
with the ensuing vomiting, is avoided in these 
cases, by the use of rectal pentothal alone, 
which allows the dentist to do his work easily 
and unhurriedly. 

Bronchoscopy and csophagoscopy in infants 
and children, where inhalation anesthesia is 
awkward and irritating for both surgeon and 
anesthetist, can be adequately accomplished 
with basal narcosis, but, because of the in- 
creased tendency to spasm, topical anesthesia, 
or curare, or both, should be used as well. 

It is a very useful technique for encephal- 
ography, when the anesthesia must be pro- 
longed for the taking of x-rays following the 
air injection. The sitting-up position for the 
injection of air is awkward for inhalation anes- 
thesia, and the employment of x-rays prohibits 
its use for the remaining part of the procedure. 
Under basal narcosis alone, we have noticed 
that the child reacts to the stimulus of the 
spinal-puncture needle, but not to any disturb- 
ing degree, and the narcosis lasts well through 
the radiography. 

For the past year, we have used rectal pento- 
thal routinely for x-ray therapy in the treat- 
ment of ringworm of the scalp, in children 
under 5 or 6 years of age. The radiologists 
found that this age-group would not co-operate 
adequately, even when heavily sedated, for the 
prolonged x-ray therapy which is necessary in 
these cases, a single treatment lasting about 
forty-five minutes. Basal narcosis has solved 
this problem nicely, as the child sleeps quietly 
throughout, reacting only to stimuli. The air- 
way is carefully maintained at all times, be- 
cause the patient is in the face-down position 
a good part of the time, and oxygen and stimu- 
lants are kept readily available. The radiolo- 
gists are extremely pleased with the results of 
this method in these cases. 

No discussion of the value of rectal pentothal 
in infants and children would be complete 
without mention of its specific action in con- 
trol of convulsions. This is well illustrated in 
the following summary of a case which we had 
about a month ago. 

A two-year old. girl was admitted to hospital, with a 
history of having received a very minor head injury 
twelve hours previously. There were no symptoms of any 
kind for that twelve-hour period, but at the end of that 
time, the child suddenly become comatose and developed 
right-sided convulsive twitchings of Jacksonian nature. 
Under observation in hospital, the child remained 


comatose, and the convulsions gradually became more 
pronounced. Four hours after admission, it was decided 


that operation was imperative, the surgeon suspecting 
a subdural hemorrhage. He opened the skull in the left 
temporal region, but found nothing of significance. Dur- 
ing this time the convulsions had lessened markedly in 
severity and frequency, but, when the left frontal region 
was opened and explored (again nothing being found) 
the convulsions gradually became worse. By the time the 
scalp was closed, the convulsive seizures were continuous 
and of greater severity than preoperatively. At this 
point, we injected rectal pentothal, and within five 
minutes the convulsions began to subside, and at the end 
of fifteen minutes, had completely disappeared. The child 
regained consciousness within a few hours, and was able 
to take nourishment, with no return of convulsions at 
any time in the postoperative period. A temporary right 
hemiplegia lasted about two weeks, but now, approxi- 
mately one month after operation, the child is apparently 
completely normal. 


TECHNIQUE AND RESULTS 


We feel that preparation of the patient is 
most important in these cases. A cleansing 
enema is given the night before, and repeated 
early in the morning. A hypo of codeine and 
atropine in appropriate dosage is given about 
torty-five minutes before the anticipated pro- 
cedure, and about fifteen minutes before the 
administration of the rectal pentothal. Atropine 
helps to prevent the occurrence of bronchor- 
rhea, and tends to reduce vagal reflexes. 

We employ the usual dosage of 1 gram of 
pentothal per 50 lb. of body weight, in either 
10, 5, or 2.5% concentrations. The only equip- 
ment necessary is a syringe, adapter, and soft 
rubber catheter. Following the slow injection 
of the solution, a pad is pressed against the 
anus, and the buttocks strapped firmly to- 
gether. Basal narcosis is usually fully estab- 
lished within fifteen minutes, and lasts up to 
2 hours. Careful watch should be kept for any 
evidence of respiratory depression or obstruc- 
tion, once the pentothal has been given, be- 
cause the basally narcotized child has very 
relaxed muscles, and is apt to indulge in the 
undesirable habit commonly known as “swal- 
lowing the tongue”.® At the same time, the 
respiratory centre is less ready to respond to 
the physiological stimulation of increasing CO, 
concentration. We have experienced no such 
complications, either during or following anes- 
thesia, but we must always be prepared for 
their occurrence, particularly in such eases as 
encephalography and scalp x-ray therapy, 
where, as mentioned previously, the child is 
face-down a good deal of the time. 

We have found the post-anesthetie period to 
be smooth and uneventful. The recovery time 
varies, depending on whether basal narcosis 
alone is used, or supplemental agents added. 
Vomiting is almost non-existent when narcosis 
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alone is employed, and, when the administra- 
tion of rectal pentothal precedes such supple- 
mental agents as cyclopropane, cyclo and 
ether, nitrous-oxide-ether or vinethene ether, 
the incidence of post-anesthetic vomiting is 
much less than when operative procedures are 
performed under these agents alone, without 
basal anesthesia. 


SUMMARY 


An attempt has been made to review the, 


value of rectal pentothal sodium for preopera- 
tive basal narcosis in infants and children, and 


CASE REPORTS 


SEPTICZMIA DUE TO SALMONELLA 
SANDIEGO* 
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F.R.C.P.[C.]+ and 
R. W. Reed, M.A, M“D., C.Mt 


Montreal, Que. 


There has recently been renewed interest in 
Salmonella infections on the part of clinicians. 
This is due to the better facilities now available 
for Salmonella typing and to the good thera- 
peutic results reported with the newer anti- 
bioties. The case under consideration is pre- 
sented because it is the first isolation of Salmo- 
nella sandiego reported in Canada’? and be- 
cause the disseminated, typhoid-like disease 
responded promptly to combined aureomycin 
and chloromycetin therapy. 

Henderson® has reported 3 cases and found 
144 more in the literature in which there was a 
Salmonella meningitis. Ross* et al. deseribe 5 
eases of salmonellosis in children, 2 of whom 
had positive blood eultures. Collins® e¢ al.-and 
King® et al. have each reported 3 cases of 
salmonellosis, 5 of which had a bacteremia. 
Edwards, Bruner and Moran’ in reviewing the 
epidemiology of Salmonella infections showed 
that man, fowl and swine were likely sources 
of spread either via intestinal discharges or 
through ingestion of the flesh of septicemic 
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to outline a few of the procedures which may 
be adequately carried out under this agent 
alone, without supplemental anesthesia. 

We feel confident that it has a useful and 
permanent place in the armamentarium of the 
present-day and future anesthetist. 
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animals. Eggs and egg powders were frequent 
sources. Asymptomatic human earriers were 
of Salmonella infections. Seligman, Saphra and 
Wassermann® after identifying 53 Salmonella 
found to play an important réle in the spread 
types in their material, state that “almost any 
Salmonella is capable of producing enteritis as 
well as septicemia, a typhoid-like syndrome, a 
loeal infection or a carrier state”. Typhoid-like 
states with high fever, drowsiness, bradycardia, 
leukopenia, rose-spots, splenomegaly, sometimes 
constipation and often septicemia were de- 
scribed. 


This patient, a 72 year old white male, was admitted 
to hospital on May 30, 1950, suffering from diarrhea, 
headache and fever. He had been perfectly well until 
mid-April when, after two and a half weeks in Bermuda 
on holiday he developed loose stools. He was given oral 
medication, presumably a sulfonamide, with the dis- 
appearance of the complaint. There was, apparently, no 
accompanying rise of temperature and he did not feel 
particularly ill. The patient left Bermuda on May 1 and 
there was no return of the loose stools until the 26th 
of that month when, after his return to Canada, they 
reappeared, being as frequent as 20 per day. They were 
painless, and free of pus, mucus or blood. He complained 
of generalized headache and had a temperature of 102° 
F. Because of continuing fever and diarrhea the pa- 
tient was admitted to hospital for investigation as a 
possible case of typhoid fever. 

Physical examination showed the temperature to be 
100° F., the pulse 88, white blood cells 9,100. The pa- 
tient was having watery, painless bowel movements. Dur- 
ing the interval while stool, urine and blood cultures were 
being incubated, the patient had a chill on the 8th day 
of disease, the temperature rising to 103° F. Pyuria and 
hematuria were found and a previously incomplete 
prostatic obstruction progressed to complete closure. 
Large doses of penicillin were exhibited on the appear- 
ance of the pyuria without noticeable effect on fever, 
pyuria, diarrhea or the toxic state. Toxicity had de- 
veloped by this time to a mild mental confusion and con- 
siderable abdominal distension. While a catheterization 
regimen was being established the blood, urine and stool 
cultures were all reported positive for a Gram-negative, 
lactose-negative rod. This was tentatively reported as a 
Salmonella, later identified as Salmonella sandiego. 
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On the 14th day of illness, penicillin was discontinued 
and replaced by aureomycin 1.5 gm. daily and chloro- 
mycetin 4.5 gm. daily. Both drugs were given because of 
the increasing toxicity and the patient’s age. The organ- 
ism was later shown to be sensitive to 0.6 micrograms 
per ml. of either drug. The diarrhea continued for 
several days after the institution of this combined ther- 
apy though the frequency of stools decreased. On the 
4th day of combined therapy and the 18th day of dis- 
ease the temperature fell to normal and the patient 
showed great clinical improvement. On the day combined 
therapy had been started, the patient developed severe 
pain, swelling and tenderness in the right calf with a 
positive Homan sign, the acuteness of these features 
suggesting a phlebitis rather than a phlebothrombosis. 
These symptoms subsided slowly during the ensuing ten 
days. Aureomycin was discontinued on the 21st day, 
chloromycetin onthe 29th day. 

A review of the laboratory data shows that blood 
cultures were positive for Salmonella sandiego on the 
6th, 8th and 15th days of disease and negative thereafter. 
Stool and urine cultures rapidly became negative when- 
ever aureomycin, chloromycetin or terramycin were given 
but became positive again when they were discontinued. 
The patient was discharged under a carrier surveillance 
regimen with positive urine and stool cultures on the 91st 
day of disease and the urine was still positive a week 
later, the stool negative. Seventeen weeks after the onset 
of the disease three consecutive negative stools and urines 
were finally obtained. A Widal test done on the 13th day 
of disease showed a titre of 1/160 with S. schottmuelleri 
O antigen and 1/20 with S. schottmuellert H antigen. 
S. typhi H and O and S. paratyphi H antigens were not 
agglutinated. Bile aspirated through a duodenal tube was 
negative for Salmonella on the 86th day of disease. 


DISCUSSION 

S. sandiego was first isolated by Kauffmann® 
from cultures sent him by Dr. K. F. Meyer. The 
original cultures came from an outbreak of 
food poisoning near San Diego, California. It 
has also been reported from Denmark, Uruguay 
and Kentucky’ but it has never before been 
reported in Canada.'? S. sandiego has usually 
been isolated from human feces but has been 
found in birds and other animals. Barnes" lists 
S. sandiego as one of the leading causes of 
human outbreaks of Salmonellosis in United 
States. It fits into the serological group of 
Salmonella designated as B, all of which con- 
tain O antigens IV and XII. The following 
report? was received from the Salmonella typ- 
ing centre in Ottawa concerning the organism 
isolated from the blood, stool and urine of our 
patient : 


‘*A Gram-negative’ motile rod producing acid and gas 
from dextrose, mannitol, arabinose and xylose. No 
fermentation of lactose, sucrose and salicin. MR positive, 
VP negative, indole negative, H,S positive, urea negative, 
tartrate positive, gelatin negative, citrate positive. 
Agglutinated by O sera IV, V, XII and absorbed Vi. 
Agglutinated by H sera e,h: en,Z15; by absorbed h 
and absorbed Z15 but not by absorbed X. 

‘*Diagnosis: Salmonella sandiego IV, V, XIT:e,h:e,n, 
Z15.’’ 


Therapy.—The treatment formerly used in 
typhoid or paratyphoid fever was non-specific 
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and mainly supportive. More recently several 
specific therapeutic agents have been employed 
including immune sera, bacteriophage and anti- 
biotic substances. Sulfonamide drugs have ap- 
parently had some beneficial effects on certain 
Salmonella infections.’? Penicillin has been 
shown to have little or no value in these. Jones*® 
et al. found that streptomycin protected ex- 
perimental animals against S. schottmuelleri 
but Keefer‘ found the results in human cases 
very disappointing in spite of good in vitro 
sensitivity of the Salmonellas. 

Collins‘ reports the treatment with aureo- 
mycin® of three severe Salmonella bacteremias, 
two of whom died after 3 and 11 days of 
aureomycin therapy. The in vitro sensitivity of 
the Salmonella strains isolated were 25, 6.3 and 
6.3 megm./ml. respectively. These are ten 
times as resistant as our strain. Ross’ de- 
seribes successful chloromycetin therapy in 
9 of 11 severe Salmonella infections. In a recent 
review article on the status of antibiotics, 
Long’* recommends chloromyecetin as the drug 
of choice for Salmonella bacteremias, though 
it is not very effective in food poisoning due to 
Salmonella. The most recent addition to the 
growing list of antibiotics is terramycin. King® 
et al. report 3 infections with bacteremia due — 
to S. cholerxe suis var. Kemzendorf in whom the 
temperature fell within 24 hours with progres- 
sive clinical improvement on_ terramycin 
therapy. 

Until terramycin has had more extensive 
clinical trials, chloromycetin appears to be the 
drug of choice for Salmonella bacteremia. In 
this case neither aureomycin, chloromycetin 
nor terramycin proved permanently effective in 
the treatment of the carrier state. The amount 
of terramycin given was 22 gm. over 10 days. 


SUMMARY 
1. A ease of Salmonellosis due to Salmonella 
sandiego has been reported which was success- 
fully treated with aureomycin and chloromy- 
cetin. This is the first S. sandiego infection re- 
ported in Canada. 
2. A brief review of the treatment of salmo- 
nellosis has been presented. 


We are indebted to Miss Ruth Latt for technical 


assistance; to Mr. J.-M. Desranleau, Associate Bacteri- 
ologist, Provincial Laboratory, Montreal, and to Dr. E. 
T. Bynoe, Bacteriologist, Laboratory of Hygiene, Ottawa, 
for final identification of the Salmonella culture. 
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SYMPATHETIC OPHTHALMIA TREATED: 
SUCCESSFULLY WITH ACTH* 


H. Wyatt Laws, M.D. and 
R. Palmer Howard, M.D. 


Montreal, Que. 


The following case is judged worthy of 
record in view of the well known difficulties 
in the management of sympathetic ophthalmia. 


On January 23, 1950, a 29 year old telephone lineman 
was struck in the right eye by the end of a springing 
copper wire which perforated into the vitreous cavity 
through the ciliary body. When first examined two hours 
later the anterior chamber was filled with blood and 
shreds of torn ciliary body were hanging from the wound. 
Preoperative x-rays showed no metallic foreign body in 
the eyeball. 

Four hours after the accident, the shreds of uveal 
tract tissue were cut away, the scleral wound sutured 
and the entire wound area and cornea covered with a 
purse string conjunctival flap; penicillin solution 1,000 
units per ¢.c: was injected freely at multiple sites into 
Tenon’s capsule and the conjunctival sac was filled with 
penicillin and atropine ointments. 

During the following ten days treatment consisted 
of penicillin intramuscularly 300,000 units t.i.d.; di- 
hydrostreptomycin 0.50 gm. b.i.d.; intravenous non- 
specific triple typhoid every second day beginning with 
ten million units and doubling the dose with each injec- 
tion; and frequent hot compresses after the seventh day.t 
On the tenth day the damaged eye showed very slight 
light projection in one quadrant, many keratic precipi- 
tates (K.P.) on the cornea, and a marked aqueous flare; 
the fundus was obscured by a blood coloured membrane 
anterior to the lens; the intraocular tension was good. 
The undamaged left eye was normal in appearance and 
its visual acuity was 20/20. A consultant advised against 
immediate enucleation. Treatment was carried on much 
as before with the addition of local 2% atropine drops 
t.id., and 2,000 units per c.c. penicillin drops in the 
right eye. 

On the fourteenth day the anterior chamber of the 
right eye seemed clearer, projection was improved, there 
was no increase in K.P. formation, and tension remained 
good. Enucleation was again deferred following a 
consultation between three ophthalmologists. 

On the nineteenth day, the pupil of the undamaged 
left eye was dilated and inactive. As there were no other 
changes it was assumed that atropine drops had in- 
advertently reached this eye. By the twenty-third day 
there was no significant change in the right eye, but the 
left pupil was still dilated and the vision was only 
20/30-2 with correction. On the twenty-ninth day 


* From the Departments of Ophthalmology and Medi- 
cine, the Montreal General Hospital and McGill Uni- 
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t Throughout this report, time is expressed in terms 
of the number of days following the injury. 
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systemic antibiotics were stopped; the right eye showed 
better projection, finger movements were discernible, and 
a rare fundus vessel was visible in one quadrant; the left 
pupil was still dilated but vision with correction had 
improved to 20/30+1, Intraocular tension was 18 mm. 
of Hg. Schiotz in both eyes. 

Onset of sympathetic ophthalmia.—On the thirtieth 
day, slit lamp examination showed an occasional rare 
cell in the aqueous of the undamaged left eye. After 
further consultation immediate enucleation of the right 
eye was undertaken; a Stone-Jardon moveable implant 
was placed in the socket; and intensive treatment with 
triple typhoid, local heat, mydriatics, and benadryl 50 
mgm. q.6 h. was instituted. The pathologist reported that 
the enucleated right eye showed cyclitis (inflammation 
of the ciliary body). By the thirty-fifth day the aqueous 
of the left eye was free of cells and the corrected vision 
was 20/20. On the thirty-eighth day corrected vision was 
20/15 and the aqueous was free from cells. The patient 
was discharged on mydriatics and local heat. 

On the fortieth day, the left eye appeared slightly 
injected and an occasional cell was again visible in the 
aqueous; the vision was still 20/15. He was readmitted 
for further therapy. On admission he received 100 million 
units of intravenous triple typhoid and in the following 
twenty-four hours was given 150 mgm. of benadryl q.i.d. 

ACTH therapy.—On the following day, all treat- 
ment was discontinued for control studies preparatory 
to the use of ACTH. The only significant finding in 
the patient’s past history was that hypertension was 
noted during an examination for life insurance one year 
previously. He was well nourished and showed no ab- 
normalities on general physical examination. Blood pres- 
sure was 130/74; urine, roentgenogram of chest and 
routine blood chemical studies were normal; the hemo- 
gram except for eosinophilia was normal. Direct 
eosinophil counts on the two days preceding ACTH 
therapy were 520 and 453 per c.mm. 

A total of 500 mgm. of ACTH (Armour) was 
administered by intramuscular injections during an 
eight-day period from the forty-third to the fiftieth day 
inclusive. For the first three days the daily dose was 
100 mgm., given in divided doses at eight hour intervals. 
Thereafter, the daily dose was reduced graduaally to 25 
mgm. Blood pressure readings remained below 140/80. 
There was a gain of three pounds in body weight but no 
clinical evidence of edema. Blood sugar levels were not 
significantly altered. Urinary 17-ketosteroids were 11.8 
and 14.0 mgm. per day before treatment and rose to 19.2 
and 19.5 mgm. per day on the second and third days of 
ACTH therapy. Circulating eosinophiles fell promptly 
to a minimum of 53 per c.mm. after forty-eight hours of 
treatment, but, as the daily dose of ACTH was re- 
duced, eosinophiles rose to 441, 428 and 450 per e.mm. 
during the last three days of therapy. 

On the night of the forty-second day (the day before 
commencing ACTH therapy), injection of the left eye 
had increased considerably and a faint flare was present 
although no cells were identified at that time. On the 
evening of the forty-third day, after twelve hours of 
ACTH therapy, the aqueous was free from cells but the 
faint flare persisted and the eye was injected. Twenty- 
four hours later there seemed to be less scleral injection 
but the aqueous flare was still present. By the forty-fifth 
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day (after two days of ACTH therapy) the aqueous 
flare was practically gone and the sclera was whitening. 
A day later there were no cells or flare and the sclera 
was white. This condition prevailed and by the fifty- 
eighth day the pupil was again active and visual acuity 
was 20/20 without correction. The patient has been ex- 
amined at regular intervals to and including February 
25, 1951 (396th day). At no time during this period have 
any suggestive objective findings been found; vision has 
always been 20/20 or better with glasses and no cells or 
flare or undue scleral injection seen. Subjectively he has 
complained of occasional sharp pains behind the left eye. 
These have slowly lessened in frequency and are associ- 
ated with the degree of use to which he puts his eye. 


DISCUSSION 


Woods: has recently presented his recent 
experience with ACTH and cortisone in a wide 
range of ocular inflammatory conditions. His 
report included two cases of sympathetic oph- 
thalmia treated with ACTH systematically. In 
each there was a prompt response of the local 
inflammatory reaction and return to normal 
vision. In a third case treated topically with 
cortisone there was prompt clearing of external 
inflammation but persistance of aqueous flare 
and no improvement in vision. 

The mechanism of action of ACTH and corti- 
sone has been presumed to be the blocking of 
inflammatory reactions. After the destruction of 
specific ocular tissue has occurred, it should not 
be assumed that restoration would be effected 
by therapy with these substances. Their ultimate 


role in ocular therapeutics may be to block the 
progress of inflammation while the natural 
defense mechanisms, or other therapeutic agents, 
are given time to establish control. The range of 
usefulness of these endocrine preparations and 
the optimum program of therapy for individual 
eases are still matters demanding considerable 
clinical investigation. 


CONCLUSION 


A ease of sympathetic ophthalmia treated suc- 
cessfully by intramuscular injections of ACTH 
is described. In the past sympathetic ophthalmia, 
once established, has almost always led to de- 
struction of useful vision, While this case had 
been treated with antibiotics and fever therapy, 
these agents, in previously reported cases, have 
either been ineffective or have only delayed the 
course of the disease. In this patient there was 
complete cure of established sympathetic oph- 
thalmia following the use of ACTH with no 
recurrence in over thirteen months, 


The authors express their appreciation to Dr. J. 8. L. 
Browne, Professor of Medicine at McGill University, 
for his advice regarding the ACTH therapy. Our 
thanks are due to Armour Laboratories for the generous 
supply of ACTH obtained through the courtesy of Dr. 
John Mote. s 
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TWO CASES OF ICTHYOSIS FETALIS 


G. B. Bonar Buffam, M.D. 
Victoria, B.C. 


These two eases of icthyosis fetalis are re- 
ported because the condition is unusual, and to 
note the continued survival of one child at 
the age of nineteen months at the time of 


writing. 
This disease is variously known as icthyosis 
fetalis, hyperkeratosis congenita, keratosis 


diffusa fetalis and “harlequin fetus”. A further 
variety, icthyosis nigrans, is described in which 
the scales are black and in which the prognosis 
is less dismal. It is a congenital abnormality, 
usually of lethal nature, transmitted as a reces- 
sive hereditary trait. It is characterized by ab- 
normal cornification and the formation of large, 
thick seales or plates which give rise to the 
name “alligator skin” and between which lie 
fissures. 

The parents of these two children are first 
cousins. In their histories there is no aeccdunt 





of a pertinent disease. The father, apart from 
oceasional attacks of bronchial asthma, is 
healthy. The mother’s only significant physical 
abnormality has been mild hypothyroidism 
which was originally recognized five months 
after the birth of the first icthyotie child and 
there is no history of relevant illness. They 
have had five children. The firstborn, a female, 
is normal but the mother says that she had a 
“dry skin” as a small infant. The second, a 
male, is normal. The third and fourth, female 
and male respectively, are the subjects of this 
report. The fifth, a normal female, is now six 
months old. 

The pregnancies resulting in the births of the 
normal children ended three, fifteen and six 
days past estimated maturity. The other two 
pregnancies ended 17 and 33 days respectively 
prior to expected term. 


CASE 1 
The mother complained of painless vaginal bleeding 
19 days before the expected date of birth of the first 
child subsequently found to be icthyotic. She was ad- 
mitted to hospital. No signs of placenta previa were 
found on examination and x-ray visualization of the 
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placenta by the soft tissue technique by Dr. J. Boyd 
Roberts was reported as showing evidence of ‘‘a well 
developed fetus in cephalic presentation, not yet engaged. 
A shadow considered to be that of the placenta occupies 
the anterior wall of the upper uterine segment and 
crosses the fundus’’. Bleeding stopped and two days 
later the patient went into labour spontaneously. Near 
the end of a 17 hour first stage of labour the membranes 
ruptured and considerable blood escaped with the 
amniotic fluid. At that time the fetal heart, which had 
previously been of good quality and of normal rate, 
fell rapidly to 100 and then to 80 and remained there. 
Oxygen was given the mother by mask, and, dilatation 
being found to be complete, she was delivered by an 
easy low forceps operation under cyclopropane anes- 
thesia. The child did not breathe but its heart beat for 
some ten minutes. The cause of death was given by the 
pathologist as atelectasis of the lungs. Besides the 
anomalous skin the other findings were reported as (1) 
aberrant kidneys (‘‘at the level of the lumbo-sacral junc- 
tion, their upper poles being contiguous, producing a 
horseshoe-shaped appearance’’). (2) Enlarged adrenals 
(‘‘being almost the size of an adult adrenal’’). 
CASE 2 

The second icthyotic infant was born about 19 months 
after the birth of his sister just described. Six days 
before this birth, which occurred at about thirty-five 
weeks’ gestation, the mother had crampy pains and some 
brownish discharge. These symptoms subsided with bed 
rest but labour subsequently began spontaneously and 
delivery, also spontaneous, followed fourteen and one- 
half hours later. At birth the general appearance of the 
baby superficially was almost that of maceration, but 
the entire skin was thick, hard and scaly to the touch. 
with deep transverse and intersecting creases forming 
the plates described above. The skin of the head felt 
wrinkled and too capacious for its contents and the 
skull bones within it were unusually mobile on palpation. 
Over the arms and thighs the skin was in heavy folds 
as though the subcutaneous tissues were deficient. The 
fingers and toes were broad and felt firm to the touch, 
appearing edematous but not pitting on pressure. Over 
the terminal joints of the fingers and toes were thick 
transverse ridges. Large scales of skin could be rubbed 
off the child’s entire body. He breathed feebly at first 
but his cry soon became vigorous. 

The child was fed artificially. Some difficulty was 
encountered with sucking at first due to the thick 
skin about the mouth and for a long time almost the 
entire attention of one nurse was devoted to this infant. 
Fifty thousand units vitamin A were given by mouth 
daily. Olive oil; mixed with mineral oil, to retard its 
absorption, was used copiously on the skin. Later lano- 
line, mixed with vaseline for the same purpose, was 
similarly employed. Shortly after birth the child’s eyes 
began to discharge thick pus, from which B. coli was 
cultured. This cleared with boracic irrigations. Several 
of the fingers and toes became gangrenous and eventu- 
ally the tip of the second left toe, the fifth right toe 
at the distal joint and the left middle finger just beyond 
the distal interphalangeal joint sloughed off. Normal 
saline baths were of great assistance in the removal of 
scales and debris. Other treatment included the usual 
infant’s dietary supplements and thyroid gr. 1/8 daily. 
At three months of age the child suffered an attack of 
bronchopneumonia, the diagnosis being confirmed by 
x-ray examination. With penicillin therapy the child 
survived this illness without significant incident. 

The baby was not weighed at birth because of his 
poor condition but at four days he weighed five and one- 
quarter pounds. When discharged from hospital, just 
over three months later, he weighed over nine pounds. 


His subsequent development has been slow 
although he is now very different from the 
acutely ill child born nineteen months ago. 

At six months there was less scaling of the 
skin, although enough then remained to keep 
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his external auditory meati plugged with 
debris and cleaning these is still a problem for 
his mother. At that age his eyes followed ob- 
jects but he made no attempt to grasp them and 
still does so poorly. At ten months he was 
reaching for things. When he was six months 
old it was noted that the fissures about his 
mouth were disappearing. At this age patches 
of infantile’ eczema appeared and this is still 
troublesome. At nine months he had six teeth, 
and now has sixteen. At nine months he could 
sit up only if propped. At fourteen months he 
was attempting to crawl and did so actively at 
sixteen months. He still uses his legs very 
poorly but was attempting to walk in a 
“walker” at sixteen months and now, when 
held by his hands, does so in an unsteady 
fashion. 

Of greater interest is the fact that large areas 
of skin have ceased to seale and he has large 
smooth patches over his trunk, legs, forearms, 
arms and shoulders where the skin is smooth 
but dry and feels thick. The mother has not 
noticed perspiration but says that these areas 
recently appear to be moist when he is warm. 

At eighteen months he suffered an attack 
of measles at which time it was noted that the 
rash was apparent only on the smoother patches 
of skin. 


SUMMARY 


1. Two eases of icthyosis fetalis are presented, 
one with survival continuing at nineteen 
months of age. 

2. The first case illustrates the recognized 
tendency towards early death in this disease. 

3. Both cases illustrate the usual premature 
birth of these infants. 

4. The second child illustrates the statement 
of Becker and Obermayer that “Icthyosis is an 
important cause of one type of infantile 
eczema’. 

5. In view of the hereditary nature of the 
disease the relationship of the parents is of 
interest, particularly in view of the absence of 
similar illness in the family history. 

6. Because it is known that some of these 
children improve with the administration of 
thyroid extract the presence of hypothyroidism 
in the mother is also of interest. 
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PERFORATION OF A NON-PREGNANT 
UTERUS 


L. A. Caldwell, M.D. 
Cornwall, Ont. 


The following case is presented because of the 
relative infrequency with which surgical per- 
foration of the non-pregnant uterus is reported. 
Undoubtedly such perforations do oceur and 
without untoward results, but the surgeon, in 
the absence of any indication to open the 
abdomen, never knows just why the accident 
occurred and therefore has little reason to 
record his experience. 

The incidence of perforation of the uterus is 
very variable, and accurate figures are difficult 
to obtain. The perforation may not even be 
recognized. But that it does happen from time 
to time is common knowledge, especially in post- 
abortal evacuation of the uterus. Taussig? has 
pointed out that there is hardly a busy gyneco- 
logist who will not recall an instance of it in 
his own practice. Riddel? has stated that per- 
foration of the wall by a curette, even though 
the wound heals without untoward signs, is not 
so harmless an accident as it may appear. Not 
only should the fact of such an accident be 
clearly recorded and the patient’s doctor in- 
formed, but any subsequent pregnancy should be 
‘very closely supervised and the question of de- 
livery by a Cesarean section given careful con- 
sideration (Mair*). 

Taussig' states the incidence to be about 1 in 150 
to 1 in 1,000 evacuations of the uterus. Heyne- 
mann‘ has reported an incidence of 0.5% and 
Halban® an incidence of 0.15% of all instru- 
mental evacuations of the uterus. Mair* has re- 
ported an incidence of 0.36% from a review of 
273 ecurettages in Glasgow. TeLinde® in his 
Operative Gynecology devotes two short para- 
graphs to perforations of the uterus not associ- 
ated with pregnancy or abortion. He remarks 
that such accidents usually are not serious. He 
does not elaborate on the possible causes al- 
though elsewhere in his book he does mention 
the danger of perforation through ‘a necrotic 
malignancy. 

The patient, Miss X.Y., a healthy well-developed 
spinster 56 years of age was admitted to hospital on 
April 30, 1950, without complaints. In the three months 
immediately preceding admission there had been one 
curettage and three cervical smears submitted for cyto- 
logical examination. On each occasion the report was 
suggestive of, but inconclusive for, malignancy. One such 


report read as follows: ‘‘Some highly suspicious cells 
noted made up almost entirely of nucleus. This feature 





is suggestive of carcinoma but the staining quality is 
that of benign hyperplasia . . .’’. On this occasion a 
second, and it was hoped conclusive, diagnostic curettage 


- was planned. 


The past history was essentially negative. Menstrual 
bleeding had terminated at the age of 46. In 1947 a 
cervical polyp had been removed. Curettings at that 
time had revealed nothing unusual. 

The present illness began in January, 1950, when 
the patient noticed slight irregular vaginal bleeding. 
Following this, several cytological examinations were 
carried out. At operation on May 2, 1950, the uterus 
was found to be small, firm, anteverted and mobile. 
One small sub-serous fibroid was palpated on the 
anterior wall. The cervix was small, firm and _nulli- 
parous. There was no erosion. The adnexe were not 
clearly defined. After passing the uterine sound to a 
depth of about two and one-quarter inches dilatation 
was performed with Hegar’s dilators. This was suffi- 
cient to permit insertion of a standard non-serrated, 
slightly curved, fenestrated curette. The curette was a 
Sim’s No. 1 ‘‘sharp’’, the tip of which had a maxi- 
mum width of 9/32nds of an inch and a maximum 
depth of 3/32nds of an inch. 

The curette was inserted to the same depth as the 
sound and curettings obtained from the anterior, pos- 
terior and lateral walls of the uterine cavity. Over 
these surfaces the sensation imparted to the curette 
was one of firmness. On commencing curettage of the 
fundus, almost immediately, all sensation of resistance 
to the instrument was lost and the tip seemed to be 
free, The curette was gently pushed upward for an- 
other inch or two and came to rest against a solid 
structure presumably the sacrum. The instrument was 
then gently withdrawn and the operation terminated. 
There was no abnormal bleeding. For the next few 
days the patient received antibiotic therapy and re- 
covered quickly from the operation without observable 
ill-effects. 

The cytological report on the curettings was as 
follows: ‘‘ Anaplastic cells of highly suspicious though 
inconclusive type continue to be- found. .. .’’ Further, 
temporizing was considered inadvisable and perhaps 
dangerous. With this view the patient agreed and 
she consented to more radical surgical treatment. 

Accordingly, eight days later, on May 10, 1950, 
total abdominal hysterectomy, bilateral salpingo- 
céphorectomy and appendectomy was carried out. At 
operation, inspection of the serosal surface of the 
uterus revealed several small subserous fibroids and a 
small bright red linear streak about one-quarter inch 
in length at the apex of the right fundus. There was 
no evidence of damage to bowel or other viscera. 

Postoperative examination of the uterus showed 
the presence of several intra-mural and submucous 
fibroids. In the right fundus the uterine wall measured 
one-eighth. of an inch in thickness and adjacent to this 
thinned area there was a fibroid tumour three-eighths 
of an inch in diameter. It was presumably intra-mural 
in origin but projected slightly into the lumen. A 
probe passed along the right lateral surface of the 
fibroid toward the fundus slipped easily through the 
attenuated uterine wall and emerged at the site of 
the small red hemorrhagic streak on the serosa. 


The explanation for the easy and impercept- 
ible perforation of the uterus seemed to be 
apparent. Reference to the accompanying dia- 
grams will show that the curette passed either 
external or internal to the capsule of the fibroid. 
In the latter case the capsule would, of necessity 
have been split. This was not apparent on careful 
gross examination of the specimen. The ease with 
which the curette penetrated this area suggests 
that it passed through the endometrium, over the 
surface of the capsule and thence through the 
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Fig. 1—Fundus from above showing site of perforation. Fig. 2.—Coronal section 
of uterine fundus showing probable path of perforation external to the margin of 
the intact capsule of the fibroid. Fig. 3—Coronal section of uterine fundus showing 
possible path of perforation within the capsule of the fibroid. 


thin uterine muscle. The pathologist’s report did. 


not clarify this point as, unfortunately, his at- 
tention was not drawn to it. In all other respects 
the report was complete and reassuring and of 
especial interest was the statement: “No evi- 
dence of malignancy”, the threat of which had 
led indirectly to the events and findings just 
described. Gratifying as was this knowledge, of 
equal interest was the opportunity of having 
some understanding of the mechanism of per- 
toration. 

It seems justifiable to conclude that small 
intra-mural fibroids may contribute to accidental 
perforation of the uterus during the operation 
of curettage. It may be that the peculiar dis- 


FIBROSARCOMA OF LABIUM VULVA 


Jules Keller, M.D., D.I.M. 
Montreal, Que. 


Tumours of the vulva are classified, as are 
any other regional affections of this kind, into 
two groups (1) benign; (2) malignant. We will 
review the malignant type of growth encountered 
in the labium, with particular attention to 
fibrosarcoma. The important malignant tumours 
of the vulva are: (1) teratoma; (2) melanoma 
(we had oceasion to observe a generalized mel- 
anosarcoma); (3) sarcoma, fibrosarcoma; (4) 
carcinoma. With these we are able to combine 
all associated types, passing from teratoma to 
carcinoma. 

Teratoma is one of the rarest. Sarcoma is very 
rare, about 30 cases having been reported in 
the literature. Melanoma may arise from pig- 
mented moles which are very common in the 
vulvar region. Carcinoma is primary or sec- 
ondary. Primary is the most common and the 
most important of the malignant tumours Of the 
vulva. It is frequently seen in elderly women; 


tribution of the tissues in layers round about 
a fibroid lends itself to the easy passage of an 
instrument through the uterine wall. 


I am greatly indebted to Dr. E. M. Robertson, 
Professor of Obstetrics and Gynecology, Queen’s 
University, Kingston, Ontario, for his very generous 
assistance in the preparation of this report. 
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these arise from the labia majora or minora in- 
vading the vestibule and clitoris and a special 
form of carcinoma, arising from the Bartho- 
linian glands. It is generally a small ulcerative 
lesion which is rarely observed, tends to increase 
in size and gradually forms a papillomatous in- 
filtration which takes place by exteriorizing or 
by induration beneath the surface surrounding 
the area. Vulvar carcinoma is certainly a prob- 
lem to the patient and a serious consideration 
for the gynecological approach. The radical 
Basset operation is the surgical solution for this 
serious problem. 

Secondary carcinoma is seen mostly associated 
with invasion of other organs, such as metastases 
in the Bartholin glands from the uterine body. 

Fibrosarcoma — the malignant tumours of 
fibroblast.—The fibrosarcoma is a tumour com- 
posed solely of fibre-forming connective tissue, 
itself, highly malignant except when it develops 
in the skin. In recent oncology, the problem of 
fibrosarcoma is still not clear and a variety of 
lesions, benign as well as malignant, have been 
included in this nomenclature. The solution of 
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this disputed question will be left to the path- 


ologist for further decision. Fibrous tumours: 


may develop from scars, trauma, burns, infec- 
tion. In all areas where this type of tumour 
develops, it may be considered as very highly 
malignant, with metastases, except of the skin 
that only persistently infiltrate. In the genito- 
urinary system that we are concerned with, 
fibrosarcoma or fibrosarcomata are reported’ in 
the kidney, coming from the capsule pararenal 
tissue and oceasionally from the kidney, itself. 
Montserrat and Galvez found one in the testis 
proper; O’Brien and Halpert and Thompson in 
the epididymis. Chwalla and Donati found fibro- 
sarcoma in the tunica vaginalis; Sordina in the 
spermatic cord; two eases of the prostate are 
reported by Warren and Sommer, as well as 
vaginal ones. A vulvar growth is reported by 
Nelson. 

Several studies on fibrosarcoma from impor- 
tant clinical groups make us conclude that 
fibrosarcoma of the soft parts is an extremely 
serious disease with a high mortality rate. The 
malignaney is higher when the fibrosarcoma 
arises from the muscle and the muscle sheath, 
with a special emphasis on malignant cases 
located in the thigh, as reported from World 
War I. In about 60% of the current rate in 
this part, 8% showed metastases and death 
ensued in 20%. 

Frequency.—Fibrosarcoma may appear at any 
age, there is no preponderance in sex or colour; 
there are no important etiological factors. It has 
been shown that occasionally fibrosarcoma may 
develop in tissue damaged by radiation, others 
«row from sear tissue. 


CASE HISTORY 


A.M.M., a white female, 58 years of age, ad- 
mitted to the Homeopathic Hospital of Montreal, 
March 24, 1950. Was seen in my office with complaint of 
tiredness and requested just a tonic. Vaginal examina- 
tion first was absolutely refused because on consultation 
with several physicians she was told that she was suffer- 
ing from a fallen womb. 

Menses 14 x 45 x 3-4; dysmenorrhea two plus; slight 
leukorrhea. Two children (one female, living and well, 
one stillborn). Menopause at 52. Apart from pruriginous 
dermatitis of allergic origin, no specific contributing 
factors were found, either on general examination or in 
laboratory tests. 

Introitus senile. Left labium presents a hard mass, 
about the size of a small grapefruit, protruding 
anteriorly and invading the anterior aspect of the rectum, 
the left lateral aspect of the vulva and the entire labium 
majus. Slight tenderness but no redness over the mass. 
Cervix atrophic and senile in type. Fundus: normal in 
size, shape and consistency and freely moveable. Adnexa 
free. Ovaries, no disease found. No regional adenitis nor 
palpable Clocquet’s ganglion. No bleeding during ex- 
amination. p 





Operation.—After adequate preparation with anti- 
biotics in the vagina and rectum, an incision about 7 em. 
in length was made from the tip of the tumour to about 
3 em. laterally below the fourchette. Skin was separated 
by blunt dissection. With pressure on the vulva the 
tumour was slowly exteriorized. All fibrous bands and 
adhesions were clamped, cut and tied. A little more 
surrounding tissue was sacrificed, carefully watching the 
rectum, excising laterally towards the adductors of the 
thigh. Aureomycin dressing was inserted in the large 
cavity after closing it in three layers, with catgut and 
silk to the skin. The tumour was multilobular and very 
hard to the touch. 

Pathological diagnosis.—Fibrosarcoma (Dr. 
Waugh). 


T. R. 


COMMENT 


The fibroblastic growths can be divided into 
three categories: (1) Non-neoplastic hyperplasia 
that are not malignant and usually do not form 
true neoplasms, either benign or malignant. In 
this class are found the so-called pedunculated 
skin fibromas, true keloids and: the type of pro- 
gressive myositis-fibrosa. (2) The second group 
consists of growths which may be intermediary 
or borderline. They are benign in appearance and 
do not reappear after excision or, occasionally, 
show persistent growth locally or receive the 
development of true fibrosarcomas. In this 
may be included fibromas (true) which are 
usual intradermal, desmoid tumours. fibrous 
proliferation in the fascias of the extremities 
and irradiation fibromatosis. (3) The third 
group is made up of true fibrosarcomas, infiltra- 
tive growths. In this group are contained 
dermato-fibrosarcoma, the rest are fibrosarcoma. 
While the tumours maintain good differentiation, 
they do not metastasize. 

Diagnosis should be made by biopsy or by 
complete local eradication ; this is generally done 
by surgical excision. Although the growth is 
not one that threatens life by metastases, it may 
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do so by local infiltrative growths. The time to 
cure the tumours, with the least damage, is when 
they are first encountered. Sacrifice of a little 
extra tissue on all sides at this time may save 
the patient many subsequent operations and 
perhaps his or her life. Occasionally, metastases 
oeeur through the blood stream or through the 
lymphatics. Most of these tumours are resistant 
to radiotherapy. 


I wish to express my gratitude to Dr. A. Purdy 
Stout of the College of Physicians and Surgeons, Colum- 
bia University and Department of Surgery, Presbyterian 
Hospital, New York, for his personal permission to 
benefit from his rich literature and works, that we 
mention freely. 
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SPECIAL ARTICLE 


RADIOACTIVE IODINE IN THE 
TREATMENT OF THYROID DISEASES 


Allen Gold, M.D., M.Sc., F.R.C.P.[C.] 


Department of Medicine, Montreal General 
Hospital, Montreal, Que. 


Radioactive iodine was first used for the 
study of thyroid function in animals in 1938 by 
Hertz, Roberts and Evans in Boston and Hamil- 
ton and Soley in San Francisco.” ? In 1941 it 
was applied to the investigation of thyroid 
function in human subjects and soon thereafter 
to the treatment of hyperthyroidism** and 
metastatic thyroid cancer.* ® 

Since its introduction this substance has led 
to great advanees in our knowledge of thyroid 
function as well as being a useful addition to 
the armamentarium of diagnostic and thera- 
peutic aids in thyroid disease. This paper will 
attempt to review this latter aspect of the sub- 
ject. For reviews of thyroid physiology since 
the introduction of radioactive iodine readers 
are referred to the papers by Pitt-Rivers,’ 
Haines et al.,° and Rawson. 


DIAGNOSIS 
It has never been too difficult a problem to 


diagnose correetly on clinical grounds a well . 


marked case of hyperthyroidism. However, 
there are many eases, especially in the older 
age group, in which the full clinical picture 
may not develop, and in whom the significance 
of objective measurements such as the basal 
metabolic rate and cholesterol is obscured by 
the presence of associated heart disease, 
asthma, ete. On the other hand there are many 
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young people with symptoms suggestive of 
hyperthyroidism such as nervousness, tremor, 
persistent tachycardia, with or without goitre, 
in whom it is most difficult to arrive at a 
diagnosis. 

Tracer diagnostic tests using I? have 
yielded more clear-cut results in separating 
euthyroid and hyperthyroid patients than any 
method previously available, including the 
plasma protein bound iodine (PBI).?° Skanse, 
in a monograph reviewing the use of I*** at the 
Massachusetts General Hospital found that of 
77 difficult diagnostic cases in which the diag- 
nosis was ultimately proved to be hyper- 
thyroidism the I**! tracer test was consistent 
with the correct diagnosis in 95%, the PBI in 
86% and the B.M.R. abnormally elevated in 
only 50%. It should be emphasized that the I?** 
tracer result was not used in this series to 
arrive at the final diagnosis so that it could not 
have influenced the appraisal of the test’s ac- 
curacy. The actual diagnosis was arrived at by 
the subsequent fate of the patient; either going 
on to more definitely recognizable hyper- 
thyroidism, or by his response to thyroid- 
ectomy, propylthiouracil, or I'** therapy. 

Werner et al.,1* at Columbia Medical Centre, 
from a study of over 1,400 tracer uptake tests, 
has replaced the B.M.R. by the tracer uptake 
test as the initial screening test for cases 
suspected of hyper- or hypothyroidism. With 
this technique they have found confirmatory 
procedures necessary in only 20%, whereas 
50% of patients tested first with B.M.R. re- 
quired further investigation. 

There are a variety of techniques by which 
I**1 may be used to study thyroid function in 
patients. They all make use of the fact that 
chemically and physiologically this form of 
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iodine behaves in exactly the same way as 
stable iodine, I’?7. The thyroid gland con- 


centrates it and ineorporates it into the 
hormone thyroxin. When I?*! is given without 
carrier iodine or with less than 100 micrograms 
of carrier its distribution mirrors the body's 
endogenous iodine metabolism. 

Measurements in use at different clinies for 
studying the behaviour of tracer doses of I!*? 
include the following: 


1. Percentage of administered dose taken up by the 
gland after a specified interval, i.c., 2 hours,12 24 hours,11 
48 hours.13 
. Rate of uptake by the thyroid.14 
. Measurement of 48 hour urinary excretion.19, 15 
. Urinary excretion pattern.15 to 19 
. Conversion rate = PBI131 

Total Plasma [131 
6. PBI131 at 24 hours or 48 hours.17, 21 
7. Thyroxin [131 at 24 or 48 hours.17, 22 
8. Thyroid clearance of [131 2-6 hours.22, 22a 


Ol He Oo bo 


at 24 hours. 


Of this wide variety of diagnostic tests 
using I'*?, it is difficult at present to forecast 
which will turn out to be most useful and most 
accurate. 

The percentage taken up by the thyroid at a 
given interval after oral administration is the 
simplest measurement, requiring but a few 
minutes’ time of the patient, and the technician 
cr doctor. It appears to have the drawback of 
about 10% overlap between the normal and 
hyperthyroid groups in the hands of Werner" 
who has published the largest series. However, 
his technique of measurement may in part be at 
fault since as high as 7/27 repeat measurements 
on the same patients differed from the original 
by more than 10%. 

The total 48 or 72 hour urinary excretion is 
subject to the same objection as the thyroid up- 
take as far as overlap between euthyroid and 
hyperthyroid groups is concerned according 
to Keating,’® but Skanse’® did not find this to 
be true, in a larger series. 

The separation of urine excretion into a frac- 
tion representing the first twelve hours, second 
twelve hours, and subsequent twenty-four hours, 
or the construction of a cumulative urinary 
excretion curve assists further in delineating 
normal, hyperthyroid and hypothyroid states. 
In several small series reported there has been 
no overlap between euthyroid and hyperthyroid 
in the percentage of the dose excreted in the 
12 to 24 hour period. Further, the excretion in 
the 24 to 48 hour may characterize hypothyroid 
states.1® 1778 Tn the euthyroid or hyperthyroid 
subjects exeretion is almost completed by the 
end of 24 hours. In the hypothyroid subject 
there is still a significant excretion from 24 to 48 
hours and even 48 to 72 hours after administra- 
tion of the test dose. 

The measurement of plasma thyroxin I' or 
PBI'*', while technically somewhat more difficult 
than the above techniques, offers the advantage 
that one is measuring the actual rate of syn- 
thesis of new thyroid hormone. This might dif- 





ferentiate certain iodine-avid thyroids which are 
not oversecreting from truly hyperactive glands. 

Interpretation. — All diagnostic tests using 
I'* are influenced by previous or simultaneous 
intake of iodine. The amount of iodide in iodized 
salt does not seem to influence results to any 
significant extent.*° However, iodide given for 
therapy, or in diagnostic procedures, such as 
cholecystography, urography, bronchography, 
may alter any of the above tests so that a hyper- 
thyroid gives a normal or even hypothyroid 
result for many weeks. Premedication with 
drugs of the thiouracil series may not affect the 
results to any extent if withdrawn 2 or 3 days 
before the test.2* Thiocyanate inhibits the uptake 
of iodine while it is present in circulation but 
following its withdrawal there is a period of 
inereased iodine avidity, which may lead to a 
false diagnosis of hyperthyroidism.’® Renal dis- 
ease may alter the results by keeping iodide in 
circulation much longer than normally thereby 
giving the thyroid a chance to take up an ab- 
normally high percentage of the administered 
dose. However the uptake rate is not abnormal, 
and the excretion pattern is typical, i.e., a small 
percentage of the dose is excreted in the first 
twelve hours, but a higher than normal excre- 
tion in the subsequent periods.** 

Keating et al.’> suggest that some spontane- 
ous goitres due to iodine deficiency may have 
abnormally high iedine avidity and they show 
an example. This would be expected from the 
results obtained in thiocyanate goitre, but its _ 
spontaneous occurrence is quite rare. None of 
80 non-toxie goitres tested by Skanse showed 
abnormal iodine avidity.’° 

Thyrotoxicosis factitia is readily detected by 
the use of I?**. In spite of high B.M.R., low 
cholesterol, high PBI, the uptake by the thyroid 
is 5% or less, and 95% of the test dose is 
excreted in 48 hours.”® 

In summary, then, the use of I'** provides a 
variety of techniques to study thyroid iodine 
avidity, or rate of thyroxin secretion. These 
tests provide a sharper differentiation between 
euthyroids and hyperthyroids than has been 
possible with the B.M.R., cholesterol, ete. This 
suggests that some form of the I***, tracer test 
might well replace the B.M.R. as a primary 
sereening test for thyroid function. The B.M.R. 
would then be reserved for further study of 
positive tracer tests, or for patients in whom 
the clinical diagnosis and the tracer test are 
incompatible. 

As regards safety in an euthyroid subject 
with a normal size thyroid a tracer test using 
50 microcuries (ue) of I'** delivers to the 
thyroid about 50 to 75 equivalent roentgens, 
depending on the percentage uptake, over a 
period of one month and negligible amounts of 
radiation to the rest of the body. This is of the 
same order as delivered by a barium series in 
a much shorter period. No changes in thyroid 
function have been observed in euthyroid pa- 
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tients receiving test doses as high as 1 milli- 
curies of I'**, With improvements in apparatus 
the test dose may be made as low as 10 ue. 

With suitable apparatus tracer doses of I'** 
ean also be used to detect substernal goitre, to 
determine whether masses in the neck or 
mediastinum are aberrant thyroid tissue, or 
tumours, to determine the function of indi- 
vidual thyroid nodules, and to search for thy- 
roid cancer metastases. 


TREATMENT OF HYPERTHYROIDISM 


Radioactive iodine has been used since 1941 
to treat Graves’ disease, and since 1946 when 
pile-produced [°*? became available on an ever 
increasing scale. More than a thousand cases 
treated have been reported to date from the 
U.S. centres.** ° °° Without analyzing the indi- 
vidual results in detail, the reports have all 
been quite favourable. Almost all cases respond, 


although some have required two to four treat- . 


ments before a euthyroid condition was ob- 
tained. The only major complication reported 
is myxedema, occasionally transient, possibly 
permanent in 5 to 15% of reported cases. Minor 
complications include transient thyroiditis with 
pain and tenderness in a small percentage of 
cases, transient aggravation of the hyper- 
thyroidism for a short period; sore throat and 
cough, possibly but not definitely related to 
treatment occurred in a few eases treated by 
Dr. Werner. There are no reported instances of 
tetany or laryngeal nerve damage. There have 
been fewer than 2% recurrences in patients ade- 
quately treated and followed up.*’ 

Exophthalmos has regressed in a higher per- 
centage of cases than following surgery.”® *7 

Hyperthyroidism associated with nodular 
goitre has not responded as well, high multiple 
doses of I'** have been required to restore such 
patients to a euthyroid state.** 


ADVANTAGES AND DISADVANTAGES 


The advantages of I'*! treatment of Graves’ 
Gisease over anti-thyroid drug treatment or 
surgery are striking. No mortality or significant 
morbidity is met with. No hospitalization is re- 
quired for most eases. The patient’s loss of time 
trom work ean be made shorter than with other 
types of treatment by combining drug treatment 
with radio iodine. 

The only disadvantages of this type of therapy 
are intangible ones. The possibility that the 
vadiation will give rise to cancer of the thyroid 
has been raised. Actually this is extremely un- 
likely. A study made by Quimby and Werner*® 
of cases treated since 1912 by x-ray radiation 
which has a similar ionizing effect on tissues 
in various centres in the United States has 
shown no increased incidence of cancer. Further- 
more the short duration of the radiation, ap- 
proximately 30 days, is not in line with the long 
exposure to low dosage radiation which is known 
to produce cancer. 
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Other questions that have been raised, 2.e., 
possible detrimental effect on fertility, any 
danger to the kidneys, parathyroids, laryngeal 
nerves, trachea, or bladder can be answered in 
the negative. Patients of both sexes treated with 
I'** have subsequently had healthy children. No 
instanees of tetany, laryngeal nerve injury or 
kidney damage have been reported. 

Beeause of the long period of use before the 
possibility of carcinogenesis can be definitely 
ruled out most authors have limited use of this 
form of treatment of hyperthyroidism to pa- 
tients in one of the following categories: over 40, 
postoperative recurrence at any age, poor 
cardiae status, other severe concurrent disease, 
1efusal of operation or chemotherapy. 

On the other hand, some authors consider ‘that 
in view of the theoretical improbability of can- 
cer developing, and its failure to show up in 
eny eases treated in the first ten years’ experi- 
ence with this treatment, it is perfectly safe to 
treat anyone with diffuse toxic goitre.** 


TREATMENT OF THYROID CANCER 


Metastatic thyroid cancer, refractory to all 
other types of treatment has responded to I**? 
in large doses. Most cancers of the thyroid do 
not pick up I'*!, the percentage that does is 
trom 10 to 20. However some growths which do 
not show iodine avidity while the patient still 
has active normal thyroid tissue can be made to 
funetion by total thyroidectomy or total irradi- 
ation destruction of thyroid.*® ** The effective 
dosage of I'*! for thyroid cancer is high, 100 to 
300 me. per dose, repeated at. 4 to 6 week inter- 
vals as long as the patient’s bone marrow can 
stand it. With this order of dosage, in contrast 
to the dose range of 4 to 20 me. used in the 
treatment of hyperthroidism, there are definite 
deleterious side effects. Radiation sickness oc- 
curs. More serious, however, is the anemia and 
granulocytopenia which comes on usually after 
total dosage of 1,000 me. or more, and is the 
limiting factor in treatment.,Cessation of menses 
may be expected in women. 

There are several apparent cures of metastatic 
cancer attributable to this treatment.*? *° * In 
addition there are many patients who have ob- 
tained palliation for months or years. 


SUMMARY 


In summary, I’*' offers new techniques for 
the study of thyroid function in humans, more 
Girectly and accurately than has hitherto been 
possible. It provides a treatment for hyper- 
thyroidism with many advantages over surgery 
our drug management, and it affords palliation 
for some and cure for a few thyroid cancers 
beyond the scope of other methods. 
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CLINICAL and LABORATORY 
NOTES 


EPILEPTIC SEIZURES 


C. B. Trites, M.D. 
Bridgewater, N.S. 


I am reporting a very interesting case that 
I can not understand, nor can I find any help- 
ful literature. A lady patient, 36 years old, was 
referred to me for refraction, occupation house- 
wife and bookkeeper in the afternoons. History 
of severe epileptoid seizures, with biting of 
tongue and cheeks during the past 8 years 
despite the use of dilantin and phenobarbital 
4 times daily. The attacks occurred chiefly at 
night—seldom in the daytime. 

Refraction showed moderate amount of com- 
pound hyperopie astigmatism, marked eso- 
phoria for distance and reading and a varying 
amount of right hyperphoria. Prescription was 
given with a slight over-correction for constant 
use and + 0.50 more sphere for reading, ete. 
Following this, she had no seizure for nearly 
9 months, during which time the medication 
was gradually reduced to one daily dose on 
advice of her physician. Medication was stop- 
ped on her own initiative with no seizure for 
3 or 4 weeks and then she had a severe _re- 
currence. 


A new prescription with small prism down. 
left to correct manifest hyperphoria has again 
given relief during the past 3 months. Owing 
to the fact that dilantin frequently causes 
diplopia no prism was given in the first lens 
correction. The patient is trying to remember 
to take a daily dose of medication. 

I neglected to state that the electro- 
encephalogram indicates epilepsy. I would ap- 
preciate suggestions from any of your readers 
who may have had similar problems. Will be 
checking the muscle balance in a few weeks. 
Muscle exercises, at her age, have not been 
helpful in my practice but I may try them later. 
T am inclined to leave well enough alone. 


KARTAGENER’S SYNDROME OR TRIAD.—Kartagener’s 
syndrome—bronchiectasis, situs inversus viscerum, and 
sinusitis or congenital absence of frontal sinuses. This is 
one of many groups of conditions occurring together, and 
named as phenomena or syndromes. Previous to Decem- 
ber, 1950, there were few reports in the literature on this 
syndrome or triad. Since then there have been at least 
four reports published regarding this syndrome—from 
Brazil, Canada, Great Britain and the U.S.A.—J. A. 
Stewart Dorrance, M.D., C.M. 
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EDITORIAL 


THE ANNUAL MEETING IN MONTREAL 


HE arrangements for the Annual Meeting 

this month in Montreal are now complete. 
The final program appears in the present issue, 
and it is felt that the meeting will be an ex- 
tremely interesting one. 

The feature of coloured television, sponsored 
by Smith, Kline & French Inter-American 
Corporation, is of course entirely new in Canada, 
and we believe it will very greatly enhance the 
value of the meeting to general practitioners. 
And this is the main trend of the whole scientific 
program. The subjects and the speakers have all 
been selected with the intention of presenting 
material of general interest. For example, in the 
coloured television program  supracondylar 
amputation is included. This is hardly an every- 
day matter. But the reasons leading up to it 
may well be a common experience, and the 
operation will be used as a text to discuss these 
reasons. 

The rest of the program follows closely on this 
pattern, and the program committee has spared 
no pains in preparing it. The entertainment com- 
mittee promises to fill all the available time which 
is not occupied by the scientific sessions. The 
Ladies’ Committee also has prepared a varied 
program. And finally the commercial exhibits 
will provide great interest and diversity. 





ISOTOPES IN MEDICINE 


T was not until the 20th century that the 
labours of the physiologist and the bio- 
chemist began to be recognized as forces trans- 
forming medicine. The physicist has now come 
to the fore by making available a completely 
new tool, the isotope. , 
The discovery of artificial radioactivity by 
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Curie and Joliot in 1934, the development of 
the cyclotron, and the development of the nu- 
clear reaction pile have made it possible to 
treat (or “tag”) practically all elements to 
produce radioisotopes. These do not differ 
chemically and behave as the naturally occur- 
ring elements in the organism when used in 
small concentrations. This has: opened to the 
investigator principally two new fields: first 
the tracer technique, whereby it is possible to 
trace and measure in the living body labelled 
elements and compounds, thereby making it 
possible to get a dynamic picture of metabol- 
ism ; second, it has made available a new source 
of radiation for therapy. 

The radioactive isotope of phosphorus has 
perhaps been used more widely than any other. 
Its use in labelled red cells in the determination 
of blood volume, reported by Lawrence and 
others, gives a reliable and simple method use- 
ful in many clinical conditions. Pace, Strajman 
and others have reported on studies of circula- 
tion and body water in cardiac conditions, 
kidney diseases, ete., by using labelled red cells 
and radioactive sodium and water. Radioactive 
sodium has also been reported useful in the 
study of circulation in the extremities. Because 
of its rapid growth, malignant tissue tends to 
accumulate more phosphorus, and radiophos- 
phorus has been used as a diagnostic aid. 

Tagged iron is being used to determine the 
plasma and red cell iron turnover rate in 
normal humans and in patients with hemato- 
poietic diseases. These studies have suggested 
to Huff and others that patients with polycy- 
themia vera must have at times a rapid rate 
of red cell destruction; that the anemia in 
many patients with leukemias must be due to 
a relatively short life of red cells; that there 
must be something abnormal about the length 
of life of the red cells in pernicious anemia, 
which made Lawrence suggest that perhaps 
anti-anemic therapy gives the red cells normal 
life duration. 

Cholesterol and fatty acid synthesis and 
metabolism have been studied with the aid of 
radioactive carbon and hydrogen. Various iso- 
topes, mainly radiocarbon, are being used for 
labelling compounds such as_ ecarbohydrates, 
proteins, fats, hormones and vitamins for meta- 
bolie studies. 

One of the most interesting applications of 
radioelements to diagnosis is associated with 
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disorders of the thyroid gland. Hamilton and 
Soley were among the first to describe the use 
of radioiodine in the study of iodine metabolism 
in patients with normal and with abnormal 
thyroid function. This isotope is being used to 
differentiate thyrotoxiec from pseudothyrotoxie 
states ; to establish the severity of thyrotoxico- 
sis; and to localize metastases of certain forms 
of carcinoma of the thyroid. 

The problems in the therapeutic application 
of radioisotopes are the same as in the use of 
radium and x-ray. The chief problem is selec- 
tive localization of radioisotopes. It is also im- 
portant to remember that the various types of 
radiation—alpha, beta or gamma particles— 
have different qualities and characteristics. 
Because little is yet known of the optimum size 
and spacing of radiation doses, essentially only 
patients for whom established surgical and 
radiotherapeutic techniques had nothing to 
offer have. been treated with radioisotopes. 

Low-Beer has employed local irradiation 
with radiophosphorus in the treatment of 
superficial skin cancer in over 400 patients 
with great success. Radiophosphorus, used in 
small doses and given at infrequent intervals, 
has been very satisfactory in controlling the 
symptoms of patients with polycythemia vera. 
Many believe that this is the method of choice 
and superior to venesection, phenylhydrazine 
or x-ray therapy. 

Some thyroid carcinoma patients with meta- 
static spread can be controlled more satis- 
factorily with radioiodine than with any other 
form of treatment in present use. Recent re- 
ports also are quite encouraging in suggesting 
a possible value of radioiodine in the treatment 
of patients with thyrotoxicosis. Successful 
palliation of rapidly growing, disseminated 
radiosensitive tumours, such as the leukemias, 
lymphosarcoma or anaplastic carcinomas, has 
followed the intravenous injection of surpris- 
ingly small amounts of radiophosphorus. A 
number of years must elapse for final evalua- 
tion of this form of therapy. In the meantime, 
however, palliation with extension of comfort- 
able life is being achieved for many patients. 

_The production of artificial - radioactivity 
and its uses have introduced the important new 
problem of immediate and delayed damaging 
effects of radiation on tissues. Fortunately, the 
low levels of radioactivity which are ordinarily 
employed in biological and medical work 





generally make it possible to draw up sound 
plans for protection of individuals against 
injurious exposure to radiological hazards. Be- 
cause so many of the radioelements are ex- 
creted by the kidneys, the likelihood of radia- 
tion injury to the renal tissue is a matter of 
considerable concern. A.H.N. 





Editorial Comment 


The Coat of Arms of Newfoundland 


In the course of adding the coat of arms of 
Newfoundland to those of other Canadian 
Provinces on our president's badge, some 
details came to light which are of some interest. 

Apparently Newfoundland first received a 
coat of arms in 1637, the year in which King 
Charles I made a grant of Newfoundland to 
certain of his courtiers and favourites. This 
coat of arms, however, never was adopted for 
use in the usual manner, and as time went on 
Newfoundland adopted a badge which was 
granted by the Admiralty as a device to be 
used by the Governor upon the Red Ensign. 
This badge showed the figures of Mercury, 
Britannia and the kneeling fisherman with his 
nets, and the motto “Haec tibi dona fero”. 

In 1927 the Executive Council of Newfound-~ 
land ordered that King Charles’ original coat 
of arms should be revived, and from January 1, 
1928 it has been the official coat of arms and 
is that which has been added to the President’s 
badge. It depicts a shield supported by two 
savages, the whole surmounted by an elk. The 
rather more devout motto is “Querite prime 
regnum Dei” (Seek ye first the Kingdom of 
God). 





The Michael Reese Hospital Postgraduate School, 
Chicago, is offering a two-week course in ‘‘ Diseases of 
the Endocrines—Physiology and Diagnostic Methods’’. 
This full-time intensive course will meet from July 9 to 
21, 1951, and consists of a balanced program of basic 
information and clinical applications. Dr. Rachmiel 
Levine, Director, Department of Metabolic and Endocrine 
Research is co-ordinator of the course. 

A full-time intensive course in ‘‘ Hematologic Diag- 
nosis’’, under the direction of Dr. Karl Singer, will be 
presented by the Michael Reese Hospital Postgraduate 
School from July 23 to August 4, 1951. This offers a 
review of the present status of hematology and instruc- 
tion in actual reading of slides of normal and pathologi- 
cal specimens of peripheral blood and bone marrow. For 
further information, address: Dr. Samuel Soskin, Dean, 
29th St. and Ellis Ave., Chicago 16, Ill. 
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DR. ROBERT KERR: 
AN EARLY PRACTITIONER OF 
UPPER CANADA 


William Colgate 


Toronto, Canada 


Medical men in Upper Canada in the primary 
years of the new Province were few and their 
professional equipment meagre. Many of them 
were army surgeons; or, now and then an 
apothecary, as was John Keats. They held tlie 
title of doctor by courtesy and were innocent of 
university training. And what was true of Upper 
Canada was not less true of Quebec. “Yet the 
knowledge of medicine that they had acquired 
without benefit of academic guidance had be- 
come so unquestioned, that the honorary degree 
of Doctor of Medicine from MeGill was only the 
just acknowledgment of their professional emi- 
nence.”? It may be noted that one of these 
honorary degrees was conferred in 1848 on 
Wolfred Nelson, patriot of 1837, who had begun 
the study of medicine before the age of fourteen.” 

Mostly these early practitioners had served in 
the navy or some regiment of the line. Such a 
one was James Muirhead of Niagara, who, in 
applying for a land grant, described himself as 
a surgeon’s mate, meaning apprentice. Neverthe- 
less, from this lowly beginning he was to practise 
his profession for many years and earn for him- 
self an honourable place in the life of the com- 
munity. Another was Dr. William Dunlop, 
known as “Tiger” Dunlop, who after adventur- 
ing abroad, settled at last in Goderich in the 
Huron Tract, there to become a member of the 
Legislature and a frequent contributor to 
Fraser's. Beginning hospital.mate in the 39th 
Regiment, he was advanced to the post of as- 
sistant surgeon. These pioneer surgeons it must 
be admitted, were often of the rough-and-ready 
school of medicine; but they were men of wide 
sympathy, ardent in practice, self-denying, in- 
telligent if not always exact diagnosticians, 
patient under trial, and above all, unsparing of 
themselves in their healing ministry of heart 
and hand. It is related of Dunlop that in the 
war of 1812, “the young giant of twenty-two 
was medical officer, stretcher-bearer, and orderly, 
2ll in one”; and that he “brought, slung over his 
shoulders, six wooden canteens of wine, with 
which he refreshed his patients”.* What was 
true of Dunlop was largely true of the rest. 

The doctor of those primitive days drove no 
carriage ; no high-powered motor car, sleek and 
upholstered, conveyed him on his calls around 
the countryside. His sole and uncertain means 
of transportation was the horse; sometimes, if 
the distance was not too great, Shanks’ mare. 
If the roads were bad, as they often were,‘ 
particularly in midwinter and early spring and 
fall, he rode horseback, with his scanty kit 
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packed in generous pouch or saddlebags. When 
he came to his patient’s house, he might find it 
necessary to perform an operation on a hastily 
improvised kitchen table, his illuminant a 
solitary flickering candle, in a room so cold that 
water froze in pitcher or bowl. Or else in the 
torrid, sultry heat of midsummer, attracted 
by the bright flame of the candle, he would be 
distracted at his work by a myriad of flies and 
insects buzzing about his head. And not seldom 
a plague of mosquitoes came to add to his gen- 
eral discomfort. 

No x-ray was at hand to confirm a diagnosis 
or to determine a doubtful one: nor was there 
ether or chloroform to ease pain and bring a 
merciful oblivion; or to facilitate or mitigate 
the movement of the scalpel. That the old-time 
surgeon was able to effect a cure or to prolong 
life as he so often did, under disabilities no phy- 
sician would tolerate today, testifies to the 
soundness of his training and to his mastery 
of surgical technique. Frequently he performed 
his task with surprising competence. With the 
aid of Lister’s healing antisepsis he would un- 
doubtedly have achieved more greatly than he 
did. It was such a challenge that Robert Kerr 
was to take up. 

Robert Kerr was born in Scotland in 1755, 
ten years after Culloden when the country was 
still in a state of ferment. He was a descendant 
of Sir Robert Kerr who, in 1600, became Duke 
of Roxborough in the peerage of Scotland. Of 
his very early life the record is silent. He is 
known, however, to have come to Canada in 
1776 when he was appointed hospital mate at 
Quebec in September of the same year. He had 
not been here long before he was made military 
surgeon under General John Burgoyne. When 
that dashing, versatile and gentlemanly officer 
was forced to surrender at Saratoga on October 
17,1777, Dr. Kerr was taken prisoner. Upon his 
release he went to Halifax, Nova Scotia, where, 
in 1779, he was appointed surgeon to the 2nd 
battalion “Royal Greens” (the King’s Royal 
Regiment of New York), commanded by Sir 
John Johnson, son of Sir William Johnson, 
Bt., of the Mohawk Valley. He remained with 
that unit until June 24, 1784, when the regi- 
ment was disbanded after the peace. On Octo- 
ber 24 of the same year, he returned to Canada 
and became surgeon to the Loyalists in the 
District of Cataraqui, and later, on April 27, 
1788, to the Indian Department at Niagara.® 

It was probably during his stay in Eastern 
Canada that he joined the Freemasons. Initi- 
ated in Lodge No. 466, E. R., known as “Barry” 
of the 34th Regiment, he was later exalted to 
the Royal Arch degree at Quebee in 1790. In 
the archives of Unity Royal Arch Chapter No. 
20, Quebee, (now No. 17 on the registry of 
Lower Canada) is the Royal Arch certificate of 
Robert Kerr, dated Quebee, March 29, 1790, 
signed by James Davidson, John Lynd and 
Thomas Alwyn.® 
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Dr. Kerr’s work among the Loyalists was 
quite evidently appreciated, for Colonel Neil 
McLean, of the Royal Highland Emigrants, or 
84th Regiment, writes to him from Carleton 
Island, May 10, 1787, addressing him as “Mr. 
Robert Kerr, Surgeon to the Loyalists in the 
District of Cataraqui” : 

Being now on the eve of quitting the charge I had over 
the Loyalists in this district, I cannot in justice to your 
merit, before that event takes place, but thank you for 
your great care and attention to all ranks of these people 
where your assistance was necessary, and I hope for the 
good of the settlement that Government will give you 
every encouragement necessary to induce you to remain 
with them, as the knowledge you have of the people and 
country renders you much fitter for the service than 
any other person of your profession, even of equal 
abilities. 


Colonel McLean closes with the earnest wish 
that Dr. Kerr may long be spared to watch 
over the health of his people, and signs himself 
“D. Inspector of Loyalists”.® 

This and another testimonial? from Major 
John Ross, of the 34th Regiment, writing from 
Montreal, June 3, 1787, give, as Dr. Canniff 
truly observes, interesting information of 
events of the time, apart from the particulars 
respecting Dr. Kerr: 


I do certify that Mr. Kerr Surgeon to Sir John John- 
son’s 2nd Battalion from the time of its being raised 
to that of its being disbanded, discharged his duty with 
the greatest zeal in the line of his profession, and that 
the Service is much indebted to him, not only for his care 
and attention to the sick of that regiment, but to those 
of a variety of other corps, also Loyalists and Indians, 
at the posts of Carlton Island, Oswego, and Cataraqui, 
where he served for four years under my command. 


The precise date when Dr. Kerr came to 
Newark (Niagara) is not known. That he ob- 
tained the appointment of Surgeon to the 
Indian Department soon after he ceased to be 
acting hospital mate at Cataraqui in 1788 seems 
likely. That he was in Newark at the beginning 
of 1789, practising inoculation for the preven- 
tion of smallpox, is a matter of record. 
Documentary evidence also supports the state- 
ment of a traveller who mentions him as living 
there in 1792.1 Not all of Dr. Kerr’s time was 
given to the work of the Indian Department, 
however. He had also a private practice to at- 
tend to as well as certain public duties, and it 
was not long before he had acquired the reputa- 
tion of being a physician of considerable skill 
and resouree. His connection with the Indian 
Department continued for many years, for 
Robert Gourlay speaks of him in 1817 as sur- 
geon to the Indian Department of Upper 
Canada at Fort George. 

Six years later, in 1823, the military records 
show that he was on the military staff of 
the Indian Department at Niagara, and also on 
the general staff of the militia. That he took an 
active part in directing medical matters in the 
war of 1812 is certain. And one son at, least 
bore arms. A diagram of the order of pro- 





cession, preserved in the Public Archives at 
Ottawa, shows him to have had a place of 
honour, with the Reverend Robert Addison, Dr. 
James Muirhead, and Colonel Butler of Butler’s 
Rangers in the funeral cortege of Sir Isaac 
srock at the burial of that officer at Niagara on 
October 16, 1812. 

At Niagara Dr. Kerr was to occupy many 
positions of considerable importance. He was 
appointed a school trustee by the Lieutenant- 
Governor first in 1807, and again in 1822 and 
1823. He was also for a time master of the Sur- 
rogate Court at Niagara. In 1823 he became a 
member of the Medical Board of Upper Canada; 
though his name appears but twice as present 
at its meetings. It is perhaps permissible to 
blame bad roads for this seeming lapse of duty. 
Associated with Dr. Kerr on the Board were 
(1822-1823) : Christopher Widmer (whose por- 
trait by Berthon is in the collection of the 
Toronto General Hospital), William Lyons, 
William Warren Baldwin (father of Robert 
Baldwin the Reformer), who practised law as 
well as medicine, Grant Powell (a son of 
William Dummer Powell, Chief Justice of 
Upper Canada, 1815-1825), James Sampsons, 
Esquires ; with William Lee as secretary to the 
Board. It is worthy of note that Dr. R. C. 
Horne, sometime King’s printer at York, joined 
the Board in 1823. The chief function of the 
Medical Board tonsisted in passing upon the 
qualifications of candidates seeking permission 
to practice. Various were the proofs of com- 
petence submitted. Sometimes these were 
pathetic; at other times amusing; but of what- 
ever their nature, they were all carefully con- 
sidered, and each petition decided upon its 
merits. Besides acting on the Medical Board, 
Dr. Horne was remarkable for the number of 
positions he had held outside his profession.*° 
By way of explanation, it should be added, 
however, that “doubling in brass” was not un- 
known in the early days of the colony when, to 
change the metaphor, the harvest was bounti- 
ful and the labourers all too few. 

As one of the five magistrates at Niagara— 
his appointment dated from 1801—Dr. Kerr be- 
came widely known. No one, it is said, found 
fault with his decisions; but it was thought 
that he was too fond of sport, especially box- 
ing; and he was familiarly called the boxing 
magistrate. In addition to acting as magistrate, 
he was a member of the Land Board at 
Niagara; in these and other ways he revealed 
himself a most useful and public-spirited citi- 
zen, and worthy of the popularity he enjoyed. 

In spite of his manifold duties, publie and 
professional, Dr. Kerr found time to sustain 
an active interest in Freemasonry. In 1796, 
when the first Provincial Grand Master’s Lodge 
was formed at Niagara, U.C., by R. W. William 
Jarvis, he named Francis Crooks and Robert 
Kerr to be wardens of the lodge. At the death 
of the Honourable Robert Hamilton of Queen- 
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ston, Dr. Kerr succeeded to the office of Deputy 
Grand Master in 1802. Later when dissatisfac- 
tion arose among the Masonic fraternity living 
in the district of Niagara, over the manner in 
which the affairs of the Provincial Grand 
Lodge were administered, a schismatic Grand 
Lodge was formed by the dissentients of which 
Dr. Kerr became the first Grand Master. This 
office he continued to hold from 1807 until his 
retirement in 1820. That his work as the senior 
grand lodge officer was effective is indicated 
by the report of R. W. Simon McGillivray, who 


eame from England to reorganize the Canadian ° 


eraft in 1822, when he remarked that he had 
“neither the inclination nor the right to deprive 
Dr. Kerr of his rank in the Provincial Grand 
Lodge.™ 

Simon McGillivray, with his brother William, 
were fur traders, and members of the North- 
West Company, with offices in Montreal and 
London. At this time the two chief fur-trading 
companies had merged, and Simon McGillivray 
had been retained in the partnership formed 
between the Hudson’s Bay Company and its 
younger and more aggressive rival, as one of 
its chief traders.’* It is more than likely that 
the Masonic Grand Lodge office in London, 
aware of McGillivray’s contemplated, visit to 
Canada, had entrusted to him the task of heal- 
ing the breach at Niagara, besides attending 
to other Masonic business on his trip to the far 
west. As it turned out, their confidence in his 
discretion was not misplaced. The schism was 
healed and harmony restored. His tact was 
nowhere more shrewdly employed than in con- 
firming Dr. Kerr in his high Masonic office. 

One who knew him has described Dr. Kerr 
as a tall and finely built man of dignified mien, 
who walked very straightly, and it may be, 
with the springy step of the trained athlete. 
His brown skin looked weatherbeaten, as if he 
had seen much active service. He was weil 
educated, a pleasant speaker, interesting to 
converse with, and full of anecdote.’* For a 
time he** and his family had lived in a house on 
Prideaux Street, named for General Prideaux, 
the British commander who was killed by the 
bursting of a shell, during an attack on Fort 
Niagara in 1759. Later, some time before 1822, 
Dr. Kerr removed to the old hospital at Niagara 
before removing in the autumn of 1823 to 
Albany, N.Y. He died in the following year at 
the age of sixty-nine, leaving a family of three 
sons and two daughters. Under the conven- 
tional heading “Died” the Albany Argus of 
Friday, February 27, 1824, thus notes his death: 


In this city on the evening of the 25th inst., Dr. 
Robert Kerr, aged 69 years. Dr. Kerr was a most re- 
spectable inhabitant of Niagara, Upper Canada. For 
upwards of 45 years, he was a surgeon in His Majesty’s 
service, and we understand that he has held several im- 
portant places in the magistracy and public trusts‘ of the 
province, where his station has been for many years. 
His liberal hospitality and uniform kindness to the 
American army are extensively known and gratefully 
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remembered by many now in this city. His funeral will 
take place this day at half-past 4 o’clock from Crutten- 
den’s (Public Square), His acquaintances and friends 
are respectfully requested to attend without further 
invitation, and it is hoped that our citizens and members 
of the Legislature generally will be disposed to pay due 
honor to the memory of this respectable stranger. 


The death of Dr. Kerr is also noted in the 
Weekly Register, the unofficial supplement of 
the Upper Canada Gazette, the official paper 
of the Province of Upper Canada. In its issue of 
April 8, 1824, on the second page, appears the 
following notice: 


DIED 


At Albany, on Wednesday the 25th of February last, 
aged 69 years, Robert Kerr, Esquire, of Niagara, Upper 
Canada, Surgeon to the Indian department. Mr. Kerr 
was one of the oldest inhabitants of Upper Canada. He 
was a man of great respectability and conspicuous for 
his loyalty. During the late war he was with his three 
sons actively employed in His Majesty’s service. The 
funeral of Dr. Kerr was attended by a large concourse 
of citizens and members of the Legislature. He was in- 
deed universally respected. Being a Grand Master of the 
Grand Lodge of Upper Canada, the Masonic brethren of 
Albany, under the superintendence of the officers of 
Mount Vernon Lodge, paid the last tribute of affection 
to their good and worthy brother and dropped the 
sympathetic tear over his grave. The lodges resolved to 
wear crape on the left arm for 30 days as a testimony 
of their respect for him whose loss they deplore. 





Dr. Robert Kerr 
(Copied from an original painting, Artist unknown). 


Charles Fothergill, King’s printer at York, 
and editor of the Upper Canada Gazette, must 
have read intelligently the report of the funeral 
as it appeared in the Albany Argus; though the 
story is in the main his own. That the last 
tribute of respect was paid to Dr. Kerr by his 
fellow citizens of Albany, and that the funeral 
was public, the notice clearly indicates. What 
the obituary does not mention, however, is the 
considerable loss of £650 which he sustained 
during the American occupation of Niagara in 
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1813, when the invaders destroyed his house 
and stable.*> Although, according to Dr. Can- 
niff, Kerr drew much land for himself, as of 
course was his right, nothing is said of what 
became of his holdings after his death, or of 
their location or extent. 

The bill which Dr. Kerr rendered for several 
years’ professional attendance on William 
Jarvis, Provincial Secretary, his family and 
servants, and his horse, is subjoined for the 
picture it presents of the manner in which a 
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physician of the eighteenth century in Upper 
Canada treated his patients and the remedies 
he prescribed for their various ailments. The 
fee charged for such services is to us of a later 
day by no means the least interesting part of 
what must be an extremely rare as it obviously 
is an illuminating document. 

The mention of inoculation is likely to re- 
mind us that this form of prevention was as 
systematically applied in Upper Canada in the 
closing years of the eighteenth century as it 








WILLIAM JARVIS, 


Esquire, Secretary of the Province, &e., &e. 














DR. ROBERT KERR, Surgeon Dr. 
1792 £ s d 
Deer 14 To a quantity of Flower of Sulphur and Sal Nitre for your Horses 0 8 0 
18 to two purging Balls 1 8 0 
1793 
Jany 28th to flower of Sulphur and Sal Nitre for your Horses 0 8 0 
April 1st to a purging Ball with Calomel 0 16 0 
To Spirit of Turpentine & Phial 0 6 0 
To an anodyne & stomahick [sic] Draught for your Horse 0 16 0 
4th To a Purging Ball with Calomel 0 16 0 
Augst 9th To a Visit to see your Servant Maid 0 8 0 
To an Antimonial Solution 0 4 0 
10th To a Saline Mixt, with C. Tart. Emetic for Patty 0 6 0 
Sept 27th To a Visit “ 0 8 0 
To a febrifuge Powder & Visit 0 12 0 
29 To 2 Phials of the Saline Mixture with Tartar Emetic 0 12 0 
To Glauber Salts [Glauber’s Salt] 0 2 0. 
To Visits, attendance, &c. 1 4 0- 
1794 
June 23d To a Purging Ball with Calomel 0 16 0 
26th to Do———- Do——- Do 0 16 0 
1795 To medicines and attendance on yourself and family at Sundry times 2 10 0 
To medicines and attendance, &c., at Sundry times —— on Horse 3 + 0 
1796 To Bleeding the negro Wench 0 4 0 
1797 To inoculating Masters John & William 2 0 0 
£18 - 0 
Foward £18 a 0 
1797 
March 3d To inoculating the negro Boy 1 0 0 
To a Phial of the Volatile Liniment for your Black man 0 8 0 
To a Dose of Physic with Calomel for Do. 0 4 0 
4th To Peggy the Wench a Dose of Salts 0 2 0 
April 20th To anodyne and Cordial Draught for the Horse 0 16 0 
22d to two Purging Balls 1 8 0 
To pafsing a large seture [suture?] thro the Horse’s Shoulder, 
taking up a blood Vefsel, &c 1 0 0 
To repeated Drefsings, &c. 1 0 0 
To Bleeding yourself 0 4 0 
To Bleeding the Wench 0 4 0 
To Purging Pills 0 6 0 
To a Vial of Hartshorn Drops, some time ago forgot to be charged 0 8 0 
N.Y.C. £25 14 0 
NEWARK, 20th August 1798 
Endorsed: Kerr, Dr. Bill from ’92 to ’99—N.Y.C. £ 25 140 Settled. 


See William Jarvis Coll. Misc., 1792-1820, B55, p. 53. Toronto Public Reference Library. 








[By whom or when or how does not appear.] 
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was one hundred years later, and in much the 
Same way. An announcement of that day 
reads :76 


As the innoculation for SMALL-POX is this day com- 
menced at Queenston, and the feafon of the year is very 
favorable, the fubfribers propose innoculating im- 
mediately in the town of Newark, and throughout the 
county of Lincoln, on the most reafonable terms. 

§§§ The poor innoculated gratis. 

Robert Kerr 


Newark, Jan. 25. James Muirhead 
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Canadian Medical Association 


EIGHTY-SECOND ANNUAL MEETING 
In Conjunction with 


THE THIRTEENTH ANNUAL MEETING OF THE QUEBEC DIVISION 
MONTREAL, JUNE 18-22, 1951 


President—Dr. Norman H. Gosse, Halifax, N.S. 

President-Elect—Dr. Harcourt B. Church, 
Aylmer, Que. 

General Secretary—Dr. T. C. Routley, Toronto. 

Assistant Secretary—Dr. A. D. Kelly, Toronto. 

Local Honorary Secretary—Dr. G. Earle Wight, 
Montreal, Que. 


General Council will meet on Monday, June 
18, Tuesday, June 19, and if necessary, on 
Wednesday, June 20. On Tuesday evening the 
members of General Council and their wives 
will be dinner guests of the Quebec Division. 
A series of Round Table Conferences has been 
arranged for the mornings of Wednesday, 
Thursday and Friday, from 9:00 until 10:00, 
to be followed by General Sessions. Colour 
Television will be shown on Wednesday, Thurs- 
day and Friday afternoons, along with sec- 
tional meetings of a general nature. 

The Annual General Meeting will be held on 
Wednesday evening, June 20, at 8:30 o'clock. 
On this occasion the retiring presidenf, Dr. N. 
H. Gosse, will hand over the badge of office to 
Dr. H. B. Church. 


Wednesday, June 20, 1951 


-~ROUND TABLE CONFERENCES 


9.00 -—10.00 a.m. 

1. Postoperatwe Care. 
Chairman—Dr. Campbell Gardner, Montreal. 
Discussers—Dr. W. H. Philip Hill, Montreal; Dr. 


S. A. MacDonald, Montreal; Dr. R. G. B. 
Gilbert, Montreal. 


2. Fatigue. 
Chairman—Dr. T. E. Dancey, Montreal. 
Discussers—Dr. R. A. Cleghorn, Montreal; Dr. G. 


E. Hobbs, London; Dr. Allan Walters, Toronto; 
Dr. J. D. Adamson, Winnipeg. 


3. The Obstetrical and Pediatric Management of the 
Premature Child. 
Chairman—Dr. Alton Goldbloom, Montreal. 
Discussers—Dr. Newell Philpott, Montreal; Dr. D. 
E. Cannell, Toronto; Dr. Harry Medovy, Winni- 
peg; Dr. Albert Royer, Montreal. 


4. Dizziness. 
Chairman—Dr. W. J. McNally, Montreal. 
Discussers—Dr. G. H. Stevenson, London; Dr. 
Bram Rose, Montreal; Dr. Trevor Owen, 
Toronto. 
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General Session 3. Common Skin Problems in Children. 

Chairman—Dr. Norman Wrong, Toronto. 
10.15 — 11.45 a.m. Diseussers—Dr. Emile Gaumond, Quebec; Dr. 


1. Valedictory Address. 
Dr. Norman H. Gosse, Halifax. 
2. Episiotomy. 
Dr. N. J. Eastman, Baltimore. 
3. The Lister Lectwre— Lister and the History of 
Medicine. 
Dr. Donald C. Balfour, Rochester, Minn. 


Session A 


2.15 p.m. 


1. Fractures of the Shaft of the Femur—Treatment by 
Kuntscher’s Intramedullary Nail. 
Dr. F. P. Dewar, Toronto; Dr. R. I. Harris, 
Toronto. 
. The Problem of Infertility. 
Dr. Edwin M. Robertson, Kingston. 
. The Prevention of Pulmonary Embolism. 
Dr. John A. McLachlin, St. Thomas. 
. Recurrent Urological Problems faced by the General 
Practitioner. 
Dr. S. A. MacDonald, Montreal. 


bo 


~ Cw 


SECTIONAL MEETINGS 


Section of Historical Medicine 


2.15 p.m. 
1. The Lot of Few Men. 
Dr. J. R. Bayne, Montreal. 
2. Dr. James Hector—Leading Spirit of the Palliser 
Expedition. 
Dr. Ross Mitchell, Winnipeg. 
. John Antle. 
Dr. Honor Kidd, Vancouver. 
. Student Discoverers. 
Dr. Wm. C. Gibson, Vancouver. 


Cw 


i 


Section of Ophthalmology and Otolaryngology 
2.15 p.m. 


1. Nasal Sinusitis. 
Dr. G. E. Tremble, Montreal. 
2. A Survey of Hereditary Glaucoma. 
Dr. Lloyd Probert, Toronto. 
3. The Appearance of the Fundus Oculi in Hypertension. 
Dr. K. B. Johnston, Montreal. 
. Ear Ache. 
Dr. E. J. Smith, Montreal. 
. The Importance of Early Diagnosis and Treatment of 
Strabismus. 
Dr. Jules Brault, Montreal. 


_ 


on 


Thursday, June 21, 1951 


ROUND TABLE CONFERENCES 


9.00-10.00 a.m. 


1. The Painful Shoulder. 
Chairman—Dr. Wallace Graham, Toronto, 
Discussers—Dr. H. F. Moseley, Montreal; Dr. R. 
Ian Macdonald, Toronto; Dr. Jean Bouchard 
Montreal; Dr. Roderick Gordon, Toronto. 
2. The Place of Surgery in the Treatment of Hyper- 
tension. 
Chairman—Dr, K. A. Evelyn, Montreal. 
Discussers—Dr. Guy R. Turgeon, Montreal; Dr. 
Paul Bourgeosis, Montreal; Dr. A. J. Elliot, 
Toronto; Dr. R. C. Laird, Toronto; Dr. Kenneth 
MacKenzie, Toronto; Dr. D. P. Murnaghan, 
Toronto. 


? 





Georges Leclerc, Montreal; Dr. Harold Orr, 
Edmonton; Dr. D. E. H. Cleveland, Vancouver; 
Dr. Donald Mitchell, Montreal. 
4. Urethral and Vaginal Discharge in the Female. 
Chairman—Dr. H. G. Hall, Toronto. 
Discussers—To be announced. 


GENERAL SESSION 


10.15 — 31.45 a.m. 


1, Post Trawmatic or Infectious Localized Serous Menin- 
gitis. 
Dr. Jean Sirois, Quebec. 
2. The Use and Abuse of Antibiotics. 
Dr. Chester S. Keefer, Boston. 
3. Some Common Electrolyte Disturbances. 
Dr. Martin M. Hoffman, Halifax. 


° 


SECTIONAL MEETINGS 


Section of Anzsthesia 
2.30 — 4.30 p.m. 


1. The Use and Misuse of Intravenous Anezsthesia. 
Dr. Fernando Hudon, Quebec. 
2. The Use of Curarising Drugs. 
Dr. E. H. Watts, Edmonton. 
3. Safe Anzxsthesia in Obstetrics. 
Dr. Alan Noble, Kingston. 
. Anesthesia for Children. 
Dr. Ivan Junkin, Toronto. 


He 


Armed Forces Medical Section 


2.30 p.m. 


1. The Problem of Blood and Blood Substitutes. 
Dr. R. L. Denton, Montreal. 
2. Experiences on Tour of Duty in Korean Waters. 
Surgeon-Lieutenant Bruce Ramsey, Esquimalt, B.C. 
3. Planning for Disaster. 
Dr. Kenneth C. Charron, Ottawa. 


Sections of Industrial and Preventive Medicine 
2.30 p.m. 


1. The Internist and His Contribution to Health Mainte- 
nance in Industry. 
Dr. Eustace Morin, Quebec. 
. The Stress Factor in Industry. 
Dr. Hans Selye, Montreal. 
3. The Relationship of Occupation to Cancer, 
Emphasis on Trauma. 
Dr. William Boyd, Toronto. 
4. Business Meetings of both Sections. 


bo 


with 


Section of Medicine 
2.30 p.m. 


1. The Problem of Hypothyroidism in Practice. 
Dr. Norman Skinner, Saint John. 
2. Clinical Differentiation between Organic and Psycho- 
genic Iilness. 
Dr. Gilbert Adamson, Winnipeg. 
3. The Treatment of Angina Pectoris. 
Dr. John Palmer, Montreal. 
. Obesity. 
Dr. Jean Grignon, Montreal. 


a 
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Section of Obstetrics and Gynzcology 

2.30 p.m. 

1. Resuscitation of the New Born. 
Dr. J. L. McArthur, Montreal. 

2. the Management of the Pregnant Diabetic Patient. 
(a) The Medical Aspect—Dr. F. S. Brien, London. 
(b) The Obstetrical Aspect—Dr. Alex. Agnew, 

Vancouver. 

3. Obstetrical Problems in General Practice. 

Dr. L. T. Armstrong, Toronto. 


Section of Pzediatrics 


2.30 p.m. 


1. The Diagnosis and Treatment of Surgical Emergencies 


in Infants in the First Fiwe Days of Life. 
Dr. D. E. Ross, Montreal. 
2. The Management of Erythroblastosis. 
Dr. C. E. Snelling, Toronto. 
. The Management of Infections in the Allergic Child. 
Dr. A. G. Denison, London. 
. Phrenic Crush as an Aid in the Treatment of Omphalo- 
cele (Experimental and Clinical Evidence). 
Dr. Herbert Owen, Montreal; Dr. D. E. Ross, 
Montreal. 


Section of Psychiatry 
2.30 p.m. 


1. Psychotherapy and the General Practitioner. 
Dr. Ewen Cameron, Montreal. 
. The Treatment of Psychosomatic Illness in a General 
Hospital. 
Dr. Allan Walters, Toronto. 


. Program of the University of British Columbia 
Crease Clinic Research Unit. 
Dr. William C. Gibson, Vancouver. 
. Report on the Formation of the Canadian Psychiatric 
Association. 
Dr. G. H. Stevenson, London. 


Section of Radiology 
2.30 p.m. 


1. The Betatron in Cancer Therapy. 
Dr. T. A. Watson, Saskatoon; Dr. C. C. Burkell, 
Saskatoon. 


2. Dislocations of the Carpal Scaphoid with and with- 
out Fracture. 
Dr. E. F. Crutchlow, Montreal; Dr. J. G. Shannon, 
Montreal. 


3. The Clinical Significance of Abnormalities in the 
Upper Cervical Region. 
Dr. Norman M. Brown, Montreal. 
4. A Complex of X-ray Signs Leading to Diagnosis of 
Gastro-esophageal Varices. 
Dr. Albert Jutras, Montreal. 


Section of Surgery 


2.30 p.m. 


1. Treatment of Coronary Artery Insufficiency by Im- 
plantation of the Internal Mammary Artery 
into the Left Ventricular Myocardium. 

Dr. Arthur M. Vineberg, Montreal. 

2. Peripheral Nerve Injuries. 

Dr. James E. Bateman, Toronto. 

3. Common Diagnostic and Therapeutic Procedures in 
Proctology. 

Dr. F. B. Bowman, Hamilton. ‘ 


4. Ulceratwe Lesions of the Stomach. 
Dr. A. W. Hardy, Edmonton. 
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Friday, June 22, 1951 


ROUND TABLE CONFERENCES 


9.00 -—10.00 a.m. 


1. Practical Uses of ACTH and Cortisone. 
Chairman—Dr. J. S. L. Browne, Montreal. 
Discussers—Dr. A. W. Bagnall, Vancouver; Dr. K. 

J. R. Wightman, Toronto; Dr. Bram Rose, 
Montreal; Dr. M. M. Hoffman, Halifax. 


2. The Diagnosis of Acute Abdominal Conditions. 
Chairman—Dr. Albert Jutras, Montreal. 
Discussers—Dr. T. J. Quintin, Sherbrooke; Dr. A. 

D. McLachlin, London. 
3. Rehabilitation—Problems Common to the General 
Practitioner and the Industrial Physician. 
Chairman—Dr. W. H. Cruickshank, Montreal. 
Discussers—Dr. Harold N. Segall, Montreal; Dr. 
H. G. Ross, Montreal; Dr. Roland Martel, Ste- 
Martine; Dr. Gustave Gingras, Montreal; Dr. 
Jean Tremblay, Montreal. 
4, The Utilization of Medical Man Power in Time of 
National Emergency. 
Chairman—Dr. H. M. Elder, Vancouver. 
Diseussers—Dr. J. A. MacFarlane, Toronto; G./C. 
A. A. C. Corbett, Ottawa; Dr. K. C. Charron, 
Ottawa. 


General Session 


10.15 -11.45 a.m. 


1. Diagnosis and Management of Chronic Liver Disease. 
Dr. L. G. Bell, Winnipeg. 

2. Transmyocardial Palpatory Surgery. 
Dr. Charles P. Bailey, Philadelphia. 

3. The Adaptation Syndrome. 
Dr. Hans Selye, Montreal. 


Session B 
2.15-4.30 p.m. 


1. The Management of the Menopause. 
Dr. Ross Vant, Edmonton. 
2. ACTH in the Treatment of Leukzxmia in Childhood. 
Dr. W. L. Donohue, Toronto. 
3. Radioactive Iodine. 
Dr. MacAllister W. Johnston, Toronto. 
4. The Relationship of Hyperplastic Epithelial Changes 
im the Breast to Carcinoma. 
(a) Pathological Standpoint—Dr. Theo R. Waugh, 
Montreal. 
(b) Clinical Standpoint—Dr. R. N. Lawson, Mon- 
treal; Dr. J. C. Armour, Montreal. 


Colour Television Program 


The following program will be shown on 
colour television under the sponsorship of Smith, 
Kline & French Inter-American Corporation. 
The various subjects will be taken up over three 
days, to be described in the final program : 


Surgical Operations 


. Gastrectomy 

. Cesarean Section 

. Radical Mastectomy 

. Supracondylar Ampu- 
tation 

. Cholecystectomy 

. Repair of Hare Lip 


Dr. G. Gavin Miller 
Dr. Newell Philpott 
Dr. Robert Janes 


Dr. J. C. Luke 
Dr. A. L. Wilkie 
Dr. Hamilton Baxter 


The remainder of the program is as follows: 


7. Lesions of the Mouth Dr. S. J. Martin 
8. Maltreatment in Hand 
Injuries Dr. F. M. Woolhouse 
9. Post-laryngectomy 
Speech 
10. A Neurological Diagnosis 


Dr. E. E. Scharfe 
Dr. Wilder Penfield 
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11. Commissurotomy for 


Mitral Stenosis Dr. E. D. Gagnon 


12. Demonstration of Derma- Dr. A. Marin and 
tological Cases Dr. Georges Leclerc 
13. Rehabilitation Dr. G. Gingras 
14. Arthritis Dr. Jacques Durivage 
15. Pulmonary Function 
Evaluation Dr. Fernand Gregoire 


16. Electro-shock Therapy Dr. Jean-Leon Desrochers 
17. Local Anesthesia for 


Office Use Dr. Louis Lamoureux 
18. Endocrine Disorders Dr. Allen Gold 
19. Distribution in Derma- Dr. L. P. Ereaux and 
tological Disease Dr. Roy Forsey 
20. Glaucoma Dr. R. J. Viger 
21. Allergic Reactions to 
Adrenalin Dr. H. S. Mitchell 
22. The Premature Baby Dr. Alan 8. Ross 


23. Presentation of Quadru- 
plets by a General 
Practitioner Dr. 
24. The Treatment of 
Infected Bones Dr. 


John MacDonald 
J. G. Shannon 


General Practitioners Section 


A breakfast meeting of the executive com- 
mittee of the General Practitioners Section will 
be held at 7 a.m. on Wednesday morning, June 
20, in the Mount Royal Hotel. At this meeting 
the committee will review the business to be con- 
sidered at the annual meeting of the Section to 
be held on Saturday, June 23. 


The Federation of Medical Women of Canada 
Sunday, June 17 

Chureh Services: St. James Roman Catholic 
Cathedral, Dominion Square, Regular Morning 
Masses. St. George’s Anglican Church, Dominion 
Square, 11.00 a.m. Service. Sermon by Dr. H. E. 
MacDermot, 1st Lesson by Dr. Norman Gosse; 
2nd Lesson by Dr. Harris MePhedran. 


Tuesday, June 19 


Executive Meeting, 8.00 p.m., Apt. 41, 3055 
Sherbrooke Street West. 


Thursday, June 21 


Annual Meeting and Dinner, 7.30 p.m., 
1.C.A.O. Building, Dorchester Street West. 


Canadian Society for the Study of Allergy 


The Canadian Society for the Study of Al- 
lergy is holding its Annual Meeting on Tues- 
day, June 19, in Salon B at the Mount Royal 
Hotel, Montreal. A comprehensive program has 
been arranged which should be of considerable 
interest to General Practitioners, to whom a 
cordial invitation is extended. 

Guest Speaker: Dr. Jonathan C. Meakins, 
C.B.E., M.D., LL.D., F.R.C.P.[C.], F.R.S.C., 
Montreal: Cardiae Asthma. 

Patch Testing in Cases of Contact Dermatitis : 
Dr. P. A. Ryan, Toronto. 

Studies in Experimental Hypersensitivity— 
Some Effects of Cortisone on Morphology and 
Metabolism: Dr. J. D. L. FitzGerald, and Dr. 
Chester McLean, Toronto. 

Food Allergy as a Factor in Personality: Dr. 
R. F. Hughes, Hamilton. 

The Standardization of Allergy Extracts in 
Canada: Dr. Bram Rose, Montreal. . 


The Use of Combined Antihistamine and Anti- 
gen in Hyposensitization Therapy: Dr. Jacques 
Leger, Montreal. 

The Treatment of Dysmenorrhea by Anti- 
histamines: Dr. Cluny Maepherson, St. John’s, 
Nfid. 

A Round Table Conference on Difficulties and 
Failures in the Treatment of Asthmaties. 





Canadian Rheumatism Association 


The Canadian Rheumatism Association will 
meet on June 18 and 19 at 2.00 p.m. A combined 
session with the Canadian Society for the Study 
of Allergy, on the subject of “The Common 
Denominator in Arthritis and Asthma” will be 
addressed by the following: Professor Hans 
Selye; Professor Robert H. More; Dr. Bram 
Rose; Dr. Louis G. Johnson; Dr. R. A. Cleg- 
horn. 

5.00 p.m.—A City Farmer at Home, Dr. L. 
G. Johnson, 19530 Gouin Blvd., Ste.-Genevieve, 
Que. (Required transportation will be ar- 
ranged.) 

Tuesday, June 19, 9.00 a.m.—Reflex Neuro- 
museular Dystrophy of the Extremities; Dr. 
Lyon Lapin, Montreal. 

9.30 a.m.—Rheumatological Aspects of the 
Braechialgie Syndrome; Dr. Walter Ruhman, 
Montreal. 

10.00 a.m.—Some Observations on the Use of 
Marisone in Rheumatoid Arthritis ; Dr. Jacques 
Durivage, Montreal. 

10.30 a.m.—Some Observations on the Use of 
Chloromycetin in Rheumatoid Arthritis ; Dr. Ky 
R. MacKenzie, Montreal (By invitation). 

11.00 am—The Problem of Arthritis in 
Industry ; Dr. J. M. Beauregard, Montreal. 

11.30—Rehabilitation of the Arthritic; Dr. 
Gustave Gingras, Montreal. 


Afternoon Session 

2.00 p.m.—The Réle of the General Physician 
in the Management of the Patient Suffering 
with Arthritis; Dr. Ernest J. Clifford, Toronto. 

2.30 p.m—A Review of Arthritis and Rheu- 
matism, based on the Study of 400. Consecutive 
Cases; Dr. G. Douglas Taylor, Toronto. 

3.00 p.m.—Experience with the Long-Term 
Management of Rheumatoid Arthritis by Inter- 
mittent Cortisone; Dr. Arthur W. Bagnall, 
Vancouver. 

3.30 p.m.—A Study of the Plasma Proteins 
in Rheumatoid Arthritis and their behaviour 
under ACTH and Cortisone; Drs. A. A. 
Fletcher, M. A. Ogryzol and Donald C. Graham 
and Professor J. M. Dauphinee. 

4.00 p.m.—Rheumatoid Nodules: A Study of 
their Pathogenesis and the effect of ACTH and 
Cortisone; Dr. Talmadge E. Hunt (by invita- 
tion) Toronto. 

4.30 p.m.—Business Meeting of the Society 
(for members only). 

5.30 p.m.—Cocktail Party at the residence of 
Dr. and Mrs. H. P. Wright, 4080 Highland 
Avenue, Montreal: 
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DIS'TAFF 


Montreal promises a royal welcome for wives 
and families of C.M.A. members. A variety of 
events and activities has been planned by the 
Women’s Entertainment Committee and, those 
who bring young children needn't miss a thing, 
beeause baby sitters will be available. 


On Monday, June 18, the wives of General 
Council members are to go for a 50 mile drive 


into the Laurentians for luncheon at the Alpine. : 


Inn. 


On Tuesday, a tea is to be given by the 
Ladies’ Committee of the Montreal Museum of 
Fine Arts. There will be a conducted tour of the 
Museum. Visitors will be interested in the 
French-Canadian collection and rooms; El 
Greco’s “Eestaey of St. Francis”; Rembrandt’s 
“Portrait of a Young Woman”; and works by 
Daumier and Goya. 

Cocktails will be served at 6.45 in the Palm 
Court, Mount Royal Hotel, before the General 
Council Dinner. Dress is optional. 


On Wednesday the General Sessions get 


ACTIVITES 


Montréal promet un accueil princier aux fem- 
mes et aux familles des membres de 1'A.M.C. Le 
comité récréatif féminin a préparé un pro- 
gramme varié et celles qui seront accompagnées 
de jeunes enfants pourront quand méme prendre 
part a tout, car il y aura des gardiennes pour la 
surveillance des enfants. 


Lundi, 18 juin. Les femmes des membres du 
Conseil général feront une randonnée de 50 
milles dans les Laurentides et prendront le 
déjeuner au Alpine Inn. 


Mardi. Un thé sera servi par le Comité 
féminin du Musée des Beaux-Arts de Montréal. 
Il y aura également une visite commentée dans 
les salles d’exposition du Musée. Les visiteurs 
remarqueront particuliérement les collections 
Canadiennes-frang¢aises, “L’extase de Saint Fran- 
eois’” du peintre El Greco; le “Portrait de Jeune 
Femme” de Rembrandt; et les ceuvres de 
Daumier et de Goya. 

Un cocktail sera servi 4 6.45 dans la salle 
Palm Court de l'hotel Mont Royal, avant le diner 
du Conseil général. L*habit est facultatif. 
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DOINGS 


under way. In the morning there is golf* and 
in the afternoon, a sightseeing tour of historic 
and modern Montreal. The highlight event of 
the Convention takes place in the evening. It is 
the installation of the new President at the 
Annual General Meeting to be held at 9 o'clock. 
The President’s Reception and Dance follows. 
Dress is formal. 


On Thursday, Golf* in the morning. A 
Luncheon and Fashion Show will be held at the 
Ritz Carlton Hotel with the incomparable 
Doreen Day, Promotion and Fashion Director, 
The T. Eaton Co. Limited of Montreal, as com- 
mentator. 

At 4.30, the City of Montreal will be host at 
a reception to be held at the Chalet on top of 
Mount Royal. 


On Friday, an informal Farewell Coffee 
Party at 11 a.m. will bring activities to a close. 


* Golf—at the Royal Montreal and Laval sur le Lac 
Clubs. Games and transportation will be arranged. Play 
18 holes or less. Prizes. The C.M.A. Ladies’ Trophy will 
be competed for. 


FEMININES 


Mercredi. Les assemblées pléniéres se pour- 
suivent. Le matin on pourra jouer au golf* et 
dans l’aprés-midi visiter en autocar le vieux 
Montréal et le Montréal moderne. Le grand 
événement du Congrés aura lieu dans la soirée. 
C’est Vinstallation du nouveau président, au 
cours de l’assemblée générale annuelle, tenue a 
¢ heures. Suivra, la réception du Président et 
une danse. L’habit est de rigueur. 


Jeudi. Golf* le matin. Un déjeuner et une 
parade de modes auront lieu a lhotel Ritz- 
Carleton. L’incomparable Doreen Day, Directrice 
des Modes a la Maison Eaton, sera la com- 
mentatrice. 

A 4.30, la Ville de Montréal recevra au Chalet 
de la Montagne, au sommet du Mont-Royal. 


Vendredi, un café d’adieux sera servi a 11 
h. du matin, sans cérémonies, pour cloturer le 
Congrés. 


* Golf—aux clubs Royal Montreal et Laval-sur-le-Lac. 
Des parties de golf seront organisées ainsi que le trans- 
port des joueurs. On peut jouer 18 trous ou moins. I] y 
aura des prix. La Coupe féminine, de 1’Association 
Médicale Canadienne sera décernée. 
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MEDICAL SOCIETIES 


La société médicale des hopitaux universitaires 
de Québec 


Société médicale des hépitaux universitaires de Québec 
vendredi, le 15 décembre, 1950. 


A propos de trois cas de dysplasie fibreuse de 1’os.— 
A. Pouliot et J.-M. Lessard. 


L’histoire d’une malade est rapportée. I] s’agit d’une 
lésion kystique (radiologiquement) du grand trochanter 
gauche qui a été curetée et greffée en aoit 1950. Le 
rapport histo-pathologique a révélé qu’il s’agissait d’une 
dysplasie fibreuse de 1’os. 

Les biopsies de lésions semblables faites dans le 
service d’orthopédie de 1l’hépital de 1’Enfant-Jésus, de 
juin 1935 ont été réexaminées. Chez deux malades 
étiquetés antérieurement, un tumeur 4 myeloplaxes, 
l’autre ostéome ostéoide, les auteurs avec le pathologiste 
ont cru devoir changer le diagnostic en celui de dysplasie 
fibreuse. 

Aprés projection des plaques radiographiques et des 
coupes histologique, une description de la maladie est 
faite: historique, étiologie, symptémes, diagnostic diffé- 
rential, diagnostic. L’aspect microscopique, de beaucoup 
le plus important pour le diagnostic, est décrit en détail. 
La pathogénie est aussi discutée. Les auteurs nous disent 
que la pathogénie la plus admise aujourd’hui est celle 
d’une malformation congénitale, d’un vice de dévelop- 
pement du mésenchyme. 

Le pronostic de cette maladie est habituellement 
bénin. Le traitement est chirurgical. 


Le régime alimentaire du prémature.—B. Fortier. 


La physiologie digestive du prématuré nous démontre 
que les aliments doivent lui étre fournis sous un faible 
volume, suivant ses besoins alimentaires particuliers et 
suivant sa capacité métabolique. La capacité stomacale 
du prématuré est réduite et exige des repas de volume 
trés restreint, des repas concentrés, fractionnés en 
quelque sorte; au risque de voir survenir des vomisse- 
ments. Les différents métabolismes des protéines, des 
hydrates de carbone, des lipides et des sels minéraux 
conduisent & imposer un apport alimentaire hyper- 
protéiné, hyperhydrocarboné, hypograisseux et hyper- 
minéralisé, ~ 

L’étude de la thermolyse et du quotient respiratoire 
chez le prématuré a démontré que le régime alimentaire 
doit étre hypercalorique. A ce sujet les opinions sur le 
degré de cette hypercalorie sont quelque peu différentes. 
Selon les écoles, l1’apport calorique doit étre 60 et 150 
calories par kilo par jour. 

Pour réaliser de telles exigences physiologiques ali- 
mentaires, quelle est 1’alimentation qui puisse le mieux 
y parvenir? Depuis longtemps, le lait maternel- employé 
seul s’est avéré qualitativement insuffisant. Aussi lui 
a-t-on adjoint du babeurre ou du lait demi-écrémé. Et, a 
défaut de lait maternel, les laits industriels variés ont-ils 
été tour & tour préconisés. L’on est arrivé ainsi a ré- 
aliser des élevages convenables. Nous croyons cependant 
pouvoir démontrer que les meilleurs résultats sont ob- 
tenus par l’emploi d’une formule alimentaire qui com- 
prend du lait condensé et du lait écrémé au 2/3. Cette 
méme association ajoutée 4 1’allaitement maternel s’est 
montrée, & notre avis, plus efficace A réaliser chez le 
prématuré, une croissance pondérale voisine de celle d’un 
nouveau-né 4 terme. L’apport calorique de ce régime est 
variable, mais dans les limites déja préconisées par les 
autres auteurs. 

Les résultats d’une telle diéte ne peuvent s’obtenir 
sans le secours des autres moyens de conservation de la 
vie du prématuré. Les mémes soins hygiéniques, les 
mémes conditions atmosphériques dans lesquelles on doit 
le placer demeurent nécessaires et toujours indispensables. 
Ils contribuent tous 4 1’élevage plus complexe, mais 
combien plus adéquat du prématuré. 





THE CAMSI COLUMN 


On March 2, 1949, the Canadian Association of Medi- 
cal Students and Interns (CAMSI), with the assistance 
of Dr. A. D. Kelly and Dr. H. Agnew, organized in 
Toronto the Canadian Intern Placement Service (CIPS). 

The primary objectives of CIPS are as follows: 

1. To secure from each medical student who is ap- 
plying for internship to Canadian hospitals which are 
C.M.A. approved, a list of those hospitals to which he 
has applied and his order of preference for those hos- 
pitals. 

2. To secure from each hospital the names of those 
students which it will accept for internship. The hospital 
is required to list the applicants on two separate forms; 
the one form is to include the names of those interns 
which the hospital wants as its interns, the other is to 
list in order of preference those which the hospital will 
accept as alternates. 

3. To dovetail student and hospital preference lists 
in a purely mechanical manner. 

Two interesting facts revealed themselves this year 
as an outcome of the recent dovetailing program of the 
Canadian Intern Placement Service. 

One was the old and oft-lamented tale that Canadian 
medical schools were not graduating enough doctors to 
satisfy the intern needs of all the hospitals. For this 
reason many hospitals will be understaffed and people 
in many areas will be denied fully adequate medical 
service. 

A second fact worthy of note was the increasing 
preference on the part of this year’s graduates for those 
hospitals providing the most reasonable remunerations. 
This trend, while causing a great dispersion of interns 
among more hospitals, nevertheless caused some strain 
on the staffs of some of the larger teaching institutions 
which chose to substitute extended training for higher 
remunerations. The lack of government subsidization as 
in the case of veterans’ allotments is considered to be 
causing more of the recent graduates to seek positions 
of greater pay in preference to those providing mere 
intensive training. 





CORRESPONDENCE 


Consultations, Old and New 


To the Editor: 


The old scheme for consultations which was routine 
early in this century for several decades—in fact until 
the 1920’s—and was acceptable to all concerned was 
patterned somewhat as follows: (a) The family doctor 
asked another medical man, a consultant, to see a patient 
of his, in the hope that he might help him in the care and 
eure of the invalid. (b) He brought his colleague into the 
patient’s room and introduced them to each other. (c) 
After examination by the consultant, the two doctors 
retired, pooled their ideas on the patient, then presented 
to the family their opinions and suggestions. 

At present, in a large percentage of cases, the family 
physician, again anxious that the best advice and care 
should not be denied his patient, obtains an appointment 
at the office of the consultant and sends his patient at 
the given time. Obviously there is a difference between 
these two approaches—even in the first stage. From that 
stage on, however, the gap tends to widen. One thing 
that is likely to happen is that the consultant may give 
the patient the result of his examination, although 
actually the course parallel to the old scheme would be 
to ’phone or write to the family doctor first. Having 
taken this step, however, from then on any resemblance 
to the original manner of behaviour is. purely accidental. 

For example: If there is surgery to be carried out, a 
date for operation may be obtained; or if the case is 
medical and a new treatment is suggested, that may be 
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started and by mischance or carelessness the general 
practitioner concerned may remain in ignorance of what 
has happened to his patient. All this can happen quite 
naturally because of pressure of work or other pressures 
that do not allow time for careful examination of all 
aspects of the matter. 

Again, another consultant may be asked to see the 
patient without notifying the family physician and this 
is very hard to understand and is bound to cause irrita- 
tion and resentment. The frequency of these incidents 
may have been exaggerated but they certainly do occur 
and one looks for the remedy. It would appear that the 
cure is in the hands of the consultant group. If the 
original consultant scheme is made a model of behaviour, 
it should be easy to adhere closely enough to the 
principles of this first plan to avoid errors in ethics and 


manners. The family doctor should not be ignored or: : 


slighted. Be it understood that the above remarks have 
no local application. P. M. MACDONNELL 
Kingston, Ont. 


“Dromedary Onset” an Inaccurate Term 


To the Editor: 


In an article on Poliomyelitis in Ontario, by Silver- 
thorne et al., recently published in your columns (April, 
1951), the term ‘‘dromedary illness’’ is applied to a 
condition showing two ‘‘humps’’ of temperature. 

Although the primary meaning of ‘‘dromedary’’ is a 
swift riding-camel as distinct from a pack-camel, the 
name is employed as a synonym for the Arabian camel 
(Camelus dromedariws), which has one hump only. The 
two-humped animal is the Bactrian camel (C. bactrianus). 
Weyburn, Sask. G. R. M. APSEY 

(Dr. Apsey is quite right. The dromedary has only one 
hump. Actually, the slower, two-humped Bactrian camel 
may be improved to gain the characteristic of speed for 
which the dromedary is named (Gr. dromas, running), 
but there is no possibility of producing a dromedary 
with two humps. However, the term seems well established 
in medicine, in all its inaccuracy. There is a very old 
picture of a two-humped camel painted on the wall of the 
Chapter House of Westminster Abbey and, unfortunately, 
it has ‘‘Dromedary’’ inscribed below it! 

Apparently Draper first used the term in 1917 in 
describing a definite type of onset in poliomyelitis, where 
the two separate rises in temperature gave a hump-like 
appearance which he, wrongly of course, likened to humps 
on a dromedary. An excellent critical comment on the 
term and a plea for a better one was made by Dr. D. 
L. Klein of Montreal in these columns, Canad. M. A. J., 
30: 321, 1934.—Editor.) 


SPECIAL CORRESPONDENCE 


‘The London Letter 


(From our own correspondent) 


DENTURES AND SPECTACLES 


The Chancellor of the Exchequer’s announcement, in 
introducing the Budget to the House of Commons, that 
the Government proposed to impose a ‘‘ modest charge’’ 
for certain dental and optical services, has precipitated 
a first-class political crisis, the full implications of which 
cannot be foreseen at the moment of writing. While the 
columnists keep their eyes glued to the political 
barometer so as not to miss the least flicker arising from 
the disturbances produced by Mr. Aneurin Bevan’s 
resignation, the Government proceed calmly with their 
plans for the implementing of the Chancellor’s announce- 
ment. This takes the form of the National Health Service 
Bill, 1951, which has already obtained its first reading 
and is now being discussed in Committee. The charges 
to be imposed, which cover about half the cost to the 
Exchequer, consist of £4 5s. for a full set of dentures, 
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and £1 for a pair of spectacles plus the cost of the frame 
which ranges from 3s. 4d. to 15s. 1d. No charge is to 
be made for sight testing or for dental treatment, or for 
glasses for children. People who cannot afford to pay 
even these modest charges will be able to apply to the 
National Assistance Board for help. A curious anomaly 
in the new Bill is that no charge will be made to pa- 
tients in hospital, but outpatients will need to pay, 

Of the fairness, indeed the necessity, of these charges, 
there can be no doubt, and the only opposition to them 
has come from that small, if vocal, section of the 
socialist party which is incapable of viewing any prob- 
lem except through Marxian-tinted glasses. Mr. Bevan 
and his cohorts, in criticising the principle of any pay- 
ments for services under the National Health Service, 
have conveniently overlooked the fact that he himself 
authorized such payments while he was Minister of 
Health, e.g., by making outpatients pay their own 
travelling expenses to hospital. The vast majority of the 
country is convinced that further charges will be not 
only essential, but also desirable, if the nation is to ob- 
tain full value from the £400,000,000 which, it is esti- 
mated, the Service will cost during the current financial 
year. Some idea of the size of the problem involved can 
be gleaned from the fact that since the inauguration of 
the Service, about 20 million spectacles and 7,500,000 
dentures have been issued. The greater part of the cost 
of the dental and ophthalmic services represent the cost 
of appliances. In a full year it is estimated that the 
newly imposed charges will bring in some £25,000,000. 


T.B. TREATMENT IN SWITZERLAND 


The new Bill, just referred to, also empowers the 
Minister of Health and the Secretary of State for 
Scotland, to send patients with respiratory tuberculosis 
abroad for treatment, at an estimated annual cost of 
£200,000. During the current year 300 to 350 beds in 
Swiss sanatoria are to be used for this purpose. Thus 
ends a controversy which has demonstrated with un- 
pleasant vividness, the inelasticity of the National Health 
Service. It is over a year since a plea was first advanced 
to ease the appalling shortage of sanatorium beds in this 
country by sending tuberculous patients to Swiss sana- 
toria where there were known to be at least a thousand 
beds available. Mr. Bevan, then Minister of Health, re- 
jected the suggestion out of hand on the grounds that he 
had no powers to subsidise the treatment of patients 
outside this country. Fortunately, certain interested 
parties refused to allow tuberculous patients to be sacri- 
ficed on the altar of bureaucratic obscurantism, and 
humanitarian principles have at last won the day. The 
victory, however, has its tragic side, as it has come too 
late to save from closing down, Montana Hall, the only 
British sanatorium in Switzerland. This beautifully 
equipped sanatorium, capable of housing over 70 patients, 
was offered to the Government at most favourable terms 
and as a going concern. The offer, however, was turned 
down (and none too politely) and not the least hope 
held out of its ever being reconsidered. Financial 
stringency finally compelled its being closed in the early 
part of the year, and the Medical Director is now on his 
way to one of the Dominions to take up an advisory post 
in tuberculosis. The loss of Montana Hall will be a bitter 
blow to many, and must rank as yet another of the 
memorials to the inefficiency of the National Health 
Service. 


BIRTHS AND WAR 


The Registrar-General’s ‘‘Statistical Review of 
England and Wales, 1940-45’’ provides a mass of fasci- 
nating information, not the least interesting of which 
is that concerning the birth rate. Figures are pro- 
vided indicating a completely different trend during the 
1939-45 was as compared with the 1914-18 war. The 
birth rate per 1,000 each year from 1939 to 1947 was 
14.8, 14.1, 13.9, 15.6, 16.2, 17.7, 15.9, 19.2, 20.51. In 
other words, the rates began to rise during the third 
year of the war. In the 1914-18 war the picture was 
entirely different, the rate falling continuously from 
24.1 in 1913 to 17.7 in 1918, followed by an increase to 
25.5 in 1920, 22.4 in 1921 and 20.4 in 1922. 
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Various hypotheses have been advanced to explain this 
rise during the last war. One is that during the 1914-18 
war large numbers of men were abroad for long periods, 
whereas during the 1939-45 war large numbers of troops 
were stationed in this country during the early years of 
the war. Linked with this is the large increase in the 
number of marriages which involved, among other 
things, a decrease in the average age at which women 
were marrying and therefore a larger number marrying 
at a more fertile age. The same trends have been reported 
in other countries during this period. Canadians have 
now a traditional interest in multiple births, and they 
will therefore be interested to learn that during the 
period, 1938-45, 9 sets of quadruplets and 496 sets of 
triplets were born in this country—but no quintuplets! 
London, May, 1951. ~ WittiAM A. R. THOMSON 





OBITUARIES 


Dr. James Gerald Benson died on February 17 at 
Wellesley Hospital, Toronto. He was in his 53rd year. 
Born near Wellington, he attended Picton Collegiate. He 
had practised medicine in Toronto for the last 25 years. 
Survivors are his widow, two daughters and a son. 





Dr. Barney Bernstein, aged 39, died suddenly of a 
heart attack at Cochrane, Ont., on March 16. Born in 
Montreal, he was educated at Cochrane and graduated in 
medicine from Queen’s University. After serving during 
the war as a captain in the R.C.A.M.C., he did post- 
graduate work in anesthetics at the Royal Victoria Hos- 
pital, Montreal. 





Dr. George Albert Cheeseman, a former C.P.R. doc- 
tor at Field, B.C., died at St. Joseph’s Hospital, Victoria, 
B.C. on March 15. Born in England, Dr. Cheeseman came 
to Canada in 1905. He graduated from McGill University 
and was a member of the first class in medicine at the 
University of Alberta. He served overseas in the World 
War I with the R.C.A.M.C. He is survived by his widow 
and two daughters. 





Dr. Oswald De Cotret died in Ottawa on March 7 
following a short illness. He was 84. Dr. De Cotret was 
born in Montreal. He practised in Montreal for 10 years, 
in Maniwaki for 10 years, in Notre Dame du Laus for 
10 years, in the St. Vincent de Paul Penitentiary for 10 
years and in Aylmer for 12 years. He retired 10 years 
ago. Surviving are eight sons and three daughters. 





Dr. M. J. Fillmore, aged 62, of Advocate Harbour, 
N.S., died on March 13. He was born in Advocate, and 
received his early education at Mount Allison and McGill 
University. Following his graduation from McGill, he 
entered practice in his home town for 37 years until his 
death. It was largely through the untiring efforts of Dr. 
Fillmore that a Red Cross outpost hospital was estab- 
lished here in 1945. Surviving, besides his widow, are 
two daughters and three sons. 





Dr. William Stephen Fitzpatrick died on March 11, 
at his home in Moncton, after a long period of illness. 
Dr. Fitzpatrick, graduated from Dalhousie University in 
1921, following which he practised in Kentville, N.S., 
and at Port Elgin, N.B. Then, following postgraduate 
study in New York, he returned to Canada and began 
practise in Moncton in 1932, where he was a member of 
the surgical staff of the Hotel Dieu and the Moncton 
City Hospital. He was a fellow of the American College 
of Surgeons and a past president of the N.B. Medical 
Society. He is survived by his wife. 

Dr. Fitzpatrick will be remembered by his patients 
as a wise counsellor and kindly efficient doctor and by his 
medical colleagues as an ethical physician and warm 
friend. His services to the N.B. Medical Society were 
appreciated by all who worked out medical policies in 
many difficult years. 


Dr. Philip W. Hardie died on March 18 at Hamilton, 
Ont. Born in Victoria, B.C., he graduated from the Uni- 
versity of Toronto in Medicine in 1930. He interned at 
Toronto General Hospital and the Banting Institute. 
In 1932 Dr. Hardie joined the staff of the Mountain 
Sanatorium and remained there until 1941 when he en- 
listed in the R.C.A.M.C. He served as assistant director 
at Canadian Military Headquarters in London, England. 
He was discharged in 1946 with the rank of lieutenant- 
colonel. 

Since returning to civilian life, Dr. Hardie had been 
associated with the McGregor Clinic in Hamilton. He is 
survived by his widow, two daughters and one son. 





Dr. Marion Grant Kerr of Toronto, died suddenly 
on March 15 in Florida of a coronary thrombosis. She 
attended Harbord Collegiate and graduated from the 
University of Toronto in medicine in 1919. On two dif- 
ferent occasions Dr. Kerr took postgraduate study 
abroad. She served as chief of obstetrics and head of 
the department of gynecology at the Women’s College 
Hospital from 1926 to 1947. Since her retirement from 
that post Dr. Kerr had been a consultant at the hospital. 
She leaves two daughters. 





Dr. John Kenneth McBane of Rainy River, Ont., 
died suddenly of coronary heart disease on March 5. Dr. 
McBane was born in St. Thomas, Ont., in 1882. He 
received his education there and at the University of 
Western Ontario. He served as physician in Montana 
for one year, and also served overseas during World 
War I with the Medical Corps of the Canadian Army 
from 1916 to 1919. In 1919 he took up practice in Rainy 
River and was appointed Medical Health Officer. He 
held this position until his death, and was also C.N.R. 
medical examiner. In 1949-50 Dr. McBane was president 
of the North-Western Ontario Medical Society. Surviving 
his loss besides his widow are a daughter and one son. 





Dr. William S. Millman of Oshawa, Ont., died sud- 
denly of a heart attack on March 18. A native of 
Hamilton, Dr. Millman was educated there and at the 
medical school of Queen’s University. Following gradu- 
ation he did postgraduate. at Hamilton General Hos- 
pital. In 1929 he came to Oshawa, was one of the 
Oshawa Clinic. A Medical Officer in the Canadian Army, 


‘early in World War II, Dr. Millman was forced out 


by ill health. He was Medical Officer of the Ontario 
Regiment for several years. Dr. Millman is survived 
by his widow and two daughters. 





Dr. Alexander Mitchell died on March 13 at the 
Nursing Home, Grimsby, St. Catharines, Ontario. He 
was in his 81st year. Born in Waterdown, Ontario, he 
graduated as a druggist from the University of 
Toronto and was proprietor of a pharmacy in Ham- 
ilton. Later he returned to the University, where he 
graduated in medicine and for many years practised 
in Macoun and Fleming, Sask. Since 1940 he had made 
his home in St. Catharines, leading a retired life. 
He leaves, besides his widow, two daughters. 





Dr. Roy Douglas Nasmyth, doctor aboard the 
Columbia Coast Mission ship Colwmbia, died suddenly 
on March 18 aboard the mission ship while it was at 
Gwyasdums. Born in Stratford, Ont., he received his 
medical degree at University of Toronto. He served 
with the British Army in World War I. He came to 
British Columbia in 1929 and served for a short time 
as doctor aboard a destroyer in the Pacific, after which 
he practised in Parksville and Victoria. He retired 
about four years ago and entered the mission service. 
Surviving is one son. 





Dr. John Harold Pilkey of London, Ont., died on 
April 3 at Westminster Hospital. Born at Wexford, 
he was a graduate of Queen’s Medical School in 1922. 
He graduated from the Royal College of Surgeons in 
Edinburgh in 1926 and after his return to Canada 
took up practice at Hanover. He remained there until 
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1944 when he joined the staff of Westminster Hospital. 
He is survived by his widow. 


Dr. William George Reilly of Montreal, died on 
April 19 after a long illness. He was 84. Dr. Reilly was 
born at Almonte, Ont., and after graduating from the 
high school there came to MeGill University. In 1895 
he graduated in medicine with honours and a final 
prize. After serving as an intern in the Royal Victoria 
Hospital he entered general practice and was attending 
physician at the Western Division of the General from 
1900 to 1942. He was Honorary Treasurer of the Cana- 
dian Medical Association in 1928. He is survived by a 
son and two grandsons. 


Dr. T. J. Sexton, a medical practitioner in Merritton,, 


Ont., for the past 37 years, died on April 4. Born in 
Malden, Mass. He was a graduate of Toronto University 
in 1911. He was medical health officer for Merritton for 
many years. 


Dr. Jeroch Louis Wiseman, Winnipeg, died on 
March 17 in St. Boniface Hospital. Born in London, 
England, he came to Winnipeg .with his parents at an 
early age. He graduated from the University of Mani- 
toba, faculty of Medicine in 1926. Later he took a post- 
graduate course at the University of Pennsylvania where 
he obtained a specialist’s degree in urology. Returning 
to Winnipeg he served on the honorary attending staffs 
of the Winnipeg General and Victoria Hospitals. He is 
survived by his widow and a son. 


NEWS ITEMS 
Alberta 


Dr. J. J. Porter received certification in Therapeutic 
and Diagnostic Radiology from the Royal College of 
Physicians and Surgeons of Canada, also the Diplomate 
certificate from the American Board in the same 
Specialty. Dr. Porter is associated with Dr. D. G. 
Florendine in Calgary. 


Alberta has lost three pioneer medical men in recent 
months in Dr. W. A. Wilson of Edmonton, a graduate 
of McGill University; Dr. J. L. McPherson, M.L.A. of 
Ryley, a graduate of Toronto University; and Dr. T. 8. 
Tupper of Claresholm, a graduate of McGill University. 
These men gave much for the advancement of medicine 
in this province. The pioneer men of the West are fast 
disappearing from these plains; that which is recorded of 
them and their works should be monumental history for 
future generations. 


At least one of our medical men was fortunate in 
having oil found on ‘‘that little piece of land’’ he was 
just holding to retire on. 


Dr. Samuel Kling has commenced practice in gen- 
eral surgery in the city of Edmonton. He is a graduate 
of Toronto and holds the F.R.C.8.[C.] degree. During 
the war he served with the R.C.A.M.C. overseas, follow- 
ing which time he took his post-graduate training in 
Sunnybrook hospital and Sick Children’s in Toronto. 


The additions to the General and Misericordia hos- 
pitals are progressing rapidly. These two Edmonton 
hospitals like the other three have carried on under 
crowded conditions during the past five years since the 
city has so rapidly increased in population. 

W. CARLETON WHITESIDE 


British Columbia j 


The British Columbia Hospital Insurance scheme still 
has its troubles. The Premier of the Province plans to 
tour B.C. to explain the value of the scheme, and to 
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justify the action of his Government in raising the dues, 
and introducing ‘‘co-insurance’’, whereby the patient on 
entering hospital pays, in addition to any differential 
between the basic rate and that for semi-private or 
private beds, an additional daily rate of from $2.00 to 
$3.50 for his first ten days. This will only need to be 
done once yearly by each individual or family. 

This rule aroused a great deal of protest, as is natural 
when any new tax is imposed, but the public has accepted 
it surprisingly well, and hospital admitting staffs report 
very little difficulty in collecting this extra tax, where 
they anticipated a constant fight. Patients are so glad 
to get a bed, apparently, that they find the money some- 
how. There is a great deal of resentment, nevertheless. 
But the real uproar came when the Commissioner promul- 
gated a ruling that old-age pensioners and recipients of 
relief would be asked, if their stay in hospital exceeded 
two weeks, to sign over their pension cheques to the 
hospital, which would allow them $5.00 monthly as 
pocket money, and any further sum necessary to take 
care of rent and so on. 

So much public antagonism developed as a result of 
this ruling, that the Government has been forced to with- 
draw it. Certainly, whether the Government is right or 
wrong in its ideas, it is a master at awakening hostility 
to them. The whole problem is very difficult, and one 
would feel a great deal more sympathy with the Govern- 
ment that has to solve it, if its members would show a 
little more consideration in their turn, and do a little 
more explaining. 


A Mental Health Week was held in Vancouver from 
May 1, to May 8, in consonance with similar Health 
Weeks across Canada. 


The Greater Vancouver Health League, with help 
from the Community Chest and Council, the Metropolitan 
Health Committee and others, are working with the B.C. 
Mental Hospital in the preparation of a program. 


The Crease Clinic, in New Westminster, held open 
house on May 4, when visitors saw the working of this 
Clinic. The graduation exercises of the psychiatric nurses- 
in-training will be held in New Westminster. 


The Annual Meeting of the Vancouver Medical Asso- 
ciation, took place on May 1, when Dr. J. C. Grimson 
was elected the new President of the Association. Other 
officers are: Vice-President, Dr. E. C. MeCoy; Hon. 


Treasurer, Dr. Gordon Burke; 
Munroe. 


Secretary, Dr. D. S. 


At the recent election of members to the Council of 
the College of Physicians and Surgeons, the following 
were elected for four years: Dr. F. M. Bryant, of 
Victoria; Dr. F. M. Auld, of Nelson; Dr. L. 8. Chipper- 
field, of new Westminster; Dr. Roy Huggard, of Van- 
couver; Dr. J. H. MacDermot, of Vancouver. 

Other members of Council, who have already served 
for two years, are as follows: Dr. A. B. Nash, of Vic- 
toria (elected President of Council); Dr. G. A. David- 
son, of Vancouver (Vice-President) ; Dr. D. H. Williams, 
of Vancouver (Treasurer); Dr. W. R. Walker, of 
Penticton. 


The Summer School of the Vancouver Medical Asso- 
ciation was held in Vancouver from May 28 to June 1, 
inclusive. Among the speakers were: Dr. D. E. Cannell, 
Professor of Obstetrics and Gynecology, University of 
Toronto. Dr. R. B. Kerr, Professor of Medicine, Uni- 
versity of British Columbia; Members of the Teaching 
Staff, Department of Medicine, University of British 
Columbia and guests. Dr. Rocke Robertson, Professor of 
Surgery, University of British Columbia; Members of the 
Teaching Staff, Department of Surgery, University of 
British Columbia and guests. Dr. Donald Ross, Assistant 
Professor of Psychiatry, University of Cincinnati. Dr. 
C. H. A. Walton, Assistant Professor of Medicine, Uni- 
versity of Manitoba. J. H. MAcDERMOT 
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Manitoba 


Dr. J. M. Dougan has been appointed municipal health 
officer for Charleswood in succession to Dr. W. G. 
Newman. 





Dr. Robert L. Cooke, Winnipeg, has been named one 
of six doctors to win the first awards under the Mc- 
Eachern Memorial Fellowship. He was an outstanding 
student at the University of Manitoba. He won honours 
with distinction in science, graduated with honours and 
was a gold medallist in Medicine 1939. He has been a 
demonstrator in surgery at the University of Manitoba 
and at present is studying at the Memorial Hospital, 
New York City. Ross MITCHELL 


New Brunswick 


Dr. F. J. Desmond of Moncton, has been granted a 
bursary for the study of Cancer Diagnosis at Memorial 
Hospital, New York, by the N.B. Branch of the Canadian 
Cancer Society. 





Dr. L. L. Frenette was elected Mayor of Bathurst, 
by acclamation at the civic election in April. 





Dr. John Stewart of Moncton, one of the Moncton 
Cancer Diagnostic Clinicians has completed a postgradu- 
ate study in cancer at the Memorial Hospital, New York. 





Dr. G. E. Wride, assistant director of Health Insur- 
ance studies, department of National Health and Wel- 
fare, addressed the meeting of the N.B. Division of the 
Canadian Cancer Society at their annual meeting at 
Saint John, in April. 





Dr. 8. Jameson Martin, assistant professor of Surgery 
at McGill and director of the Cancer Clinic at the Mon- 
treal General Hospital gave addresses at St. Stephen, 
Edmundston, Woodstock and Fredericton on cancer of 
the breast, during the week of April 3. Large groups 
of doctors attended all meetings. Dr. Fred Whitehead 
accompanied Dr. Martin on this tour and at Fredericton 
the N.B. Cancer Advisory Committee joined the group. 
Discussion was invited and provoked by the speaker, and 
the freehanded question and discussion periods were 
thoroughly enjoyed and as usual were very useful. This 
and other similar tours are sponsored by the N.B. Divi- 
sion of the Canadian Cancer Society. 





The St. Croix Medical Society Meeting of the 
Charlotte County Hospital, elected officers for 1951-2 as 
follows: President, Dr. P. J. Mundie of Calais, Me.; 
Vice-President, Dr. Esmond Stiles of St. Stephen; 
Secretary, Dr. Geo. W. Burton of St. Stephen, NB. 





Dr. H. A. Bird, Assistant Director of the N.B. Bureau 
of Laboratories has been appointed part time pathologist 
at St. Joseph’s Hospital, Saint John, N.B. 





Dr. V. D. Davidson, Surgical Consultant at Lancaster 
D.V.A. Hospital, reported on a short but interesting 
series of recent cases of acute pancreatitis treated by 
conservative methods at the April meeting of the Saint 
John Medical Society. In addition he presented case re- 
ports and x-ray films of five cases of cancer of the 
pancreas arising in his surgical service. The combination 
of two types of disease in the pancreas gave wide scope 
to discussion and a large turn out of physicians of the 
city and district, by their discussion added much to the 
pleasure and value of an excellent address. 





Dr. J. B. Tomkins of the Intern Staff of the Saint 
John General won the Murray. MacLaren Annual Award 
for the house physician showing the greatest improve- 
ment in his clinical work and.in his service to patients, 
physicians and the hospital service in general. 








Dr. J. A. Lockhart of Bath, N.B., has received a 
study grant from U.N.B. Cancer Society for attending 
the Memorial Hospital for Cancer, in New York, U.S.A. 

A. S. KIRKLAND 


Nova Scotia 


The Nova Scotia Division of the Canadian Medical 
Association met in Halifax in an emergency session to 
settle once again the old age pension scheme contract it 
holds with the Nova Scotian government. Dr. Harold 
Devereaux’ Economics Committee had laboured hard over 
many months and through several meetings with govern- 
ment officials without being successful in obtaining what 
the executive of the Nova Scotia Division considered to 
be satisfactory terms. 

The scheme which came into effect one year ago by 
which the government paid to the provincial profession 
through Maritime Medical Care seventy-five cents per 
person for the care of old age pensioners, those on 
mothers’ allowance, and blind pensioners, had not proved 
as satisfactory as had been hoped. Accounts had been 
prorated at an average of only a little over 50%. The 
majority reaction of the profession was that, in common 
with their confréres the world over, they were happy to 
give free service to the poor and deserving, but that, if 
paid, fifty cents in place of every dollar on the minimum 
scale was not enough. The Executive, therefore, moved 
that the contract with the government be abolished and 
the society was called to give ratification. However, in a 
last minute meeting with the government who had already 
given their final statement on the matter which was ‘‘1fo 
entries’’, Dr. Devereaux’ committee succeeded in winning 
a new offer of eighty-three cents. This was to apply to 
old age pensioners while those on mothers allowance and 
blind pensioners were to remain at seventy-five cents. 

After a stormy and loquacious session the society ap- 
proved of the government’s new offer. The old contract 
was terminated, the Economics Committee was empowered 
to draw up a new contract and with President Carrol 
and Secretary Grant to sign it with the government. 
Government officials’ suggestions that the cost of medi- 
cal service should be reduced by reducing the operating 
charge of Maritime Medical Care from 7 to 4% and 
reducing the doctors’ mileage fees from one dollar to 
sixty cents were not received kindly. It was felt that 
Maritime Medical Care was operating as economically 
as possible and that while the medical profession might 
be willing among themselves to reduce mileage allow- 
ances, the minimum fee of the Nova Scotia Division was 
one dollar per mile and must be recognized as such. 





Western Kings Memorial Hospital at Berwick will be. 
the larger by 28 beds when the new wine now under 
construction, is completed. Additions to the Harborview 
Hospital at Sydney Mines came nearer finality with the 
allotment of $50,000 as a federal hospital construction 
grant and an equal amount from the province. 





Dr. Graham Simms of the Department of Health who 
has been stationed at Pictou has been transferred to 
Halifax where he will continue in his chosen field. 





The Halifax Medical Society honoured four of its 
senior confréres with life membership at its annual 
dinner meeting. Senior of the distinguished group was 
Dr. Leewis Thomas, M.D.C.M., Dalhousie, 1901, 
M.R.C.S. England 1905, L.R.C.P. London, 1905. Dr. 
Thomas began his healing career as a pharmacist and 
spent nine years before yielding to the urge to go still 
further along his chosen way. Since graduation he has 
carried on a large general practice in Halifax with skill 
and with a devotion to his patients and his profession 
which is perhaps becoming less frequent in these mid- 
century years. Next in line at the head table was Dr. 
Charles Stewart Morton, University of Toronto, 1901, 
F.A.C.8., F.R.C.S.[C.]. Dr. Morton’s work in obstetrics 
and gynecology is held in high repute and he has served 
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for many years on the examining board of the Dominion 
Council of Canada. His son is Dr. Harry Morton of 
Montreal. Next along the board and sitting close to one 
another as was fitting were Dr. R. Evatt Mathers, M.D., 
University of New York, 1900, F.A.C.S., F.R.C.S.[C.] 
and Dr. Arthur E. Doull, M.D.C.M., McGill, 1900, 
F.A.C.8S., F.R.C.S.[C.]. Dr. Mathers, after postgraduate 
studies, opened an office in Halifax for the treatment of 
diseases of the eye, ear, nose and throat, thereby the 
present site. A few years later Dr. Doull, who had been 
in general practice in Halifax north and did postgraduate 
study, joined him. Through more than forty years this 
remarkable partnership has flourished and won recogni- 
tion across the land bound happily by the skill and 
glowing personalities of the two men. Their work is con- 
tinued by Dr. Ernest Doull and Dr. Donald MacRae. 


ARTHUR L. MURPHY: 


Ontario 


Aided by a Public Health Research Grant Dr. F. S. 
Brien and Dr. H. T. McAlpine are initiating nutritional 
studies in aged patients in Victoria Hospital, London. 
The purpose of the study is to ascertain the special 
nutritional requirements of the aged. Little is known of 
these requirements and it is possible that symptoms com- 
monly attributed to old age may, in some cases, be due 
to relative nutritional deficiency. Preliminary observa- 
tions will be directed towards a survey of the nutritional 
status of a large number of aged patients. Following 
this, a long term program is to be initiated which will 
attempt to evaluate the effect of adequate protein and 
caloric intake and of supplementary vitamin and hormone 
therapy, on the nutritional, physical and mental status 
of the patients surveyed. 


Quebec 


Parmi les plus récents octrois faits par le Gouverne- 
ment Fédéral, une somme de $10,300 a été accordée a 
1’H6pital Alexandra de Montréal pour pourvoir 15 lits 
aux malades atteints de méningite tuberculeuse, et une 
somme de $20,000 au Children’s Memorial pour 1’ex- 
tension de son service de psychiatrie. 


Le Sanatorium Prévost de Montréal inaugurera 
bient6t un cours de perfectionnement de huit mois en 
psychiatrie pour les infirmiéres des hépitaux généraux. 


Le gouvernement provincial vient de donner un 
un octroi de $200,000 au Lachine General Hospital. Le 
nouvel hépital sera construit cette année au coit de 
$600,000. 


Ce mois-ci 1]’Hétel-Dieu de Montréal célébre le 
cinquantiéme anniversaire de son école des gardes- 
malades par l’inauguration d’une nouvelle résidence 
des infirmiéres, un édifice de sept étages des plus 
modernes. 


En vertu de nouveaux plans, 1’édifice central du 
nouvel Hépital Général de Montréal, dont on doit 
bientét commencer la construction avenue des Pins, 
comptera quatre étages de plus qu’il n’avait été prévu. 
D’autre part le Children’s Memorial prendra posses- 
sion de 1’H6pital Général, division Ouest. Aux 350 lits 
déja existants on établira les services nécessaires 
pour 150 lits additionnels; l’hépital fera également 
construire -& cet emplacement une nouvelle résidence de 
gardes-malades de 180 lits. 


Dr. W. J. MeNally, chairman of the Department of 
Otolaryngology at McGill University, received an honor- 
ary LL.D., at St. Francis Xavier University on May 23. 
Dr. McNally completed his pre-medical studies at St. 
Francis Xavier in 1918 and later graduated in medicine 
from Dalhousie University. 
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Dr. R. A. Cleghorn, Associate Professor of Psychiatry, 
McGill University, addressed a meeting in London, 
England, on ‘‘Steroid Hormones and Behaviour’’ in 
April last. 


The Montreal Hygiene Institute of Montreal has 
established an award of $1,000.00 to be given every three 
years to the Canadian making the most outstanding 
contribution to mental health in the country. The first 
award has been made to Dr. C. M. Hincks of Toronto, 
General Director of the Canadian Mental Health 
Association. 


Preliminary calculations suggest that the tuberculosis 
mortality rate in the Province of Quebec will drop to 
42 per 100,000 for 1950. This compares with a rate of 
48 in 1949 and of 58 in 1948. 


The St. Justine’s Hospital Building Fund has an 
objective of $10,800,000.00. The campaign is now well 
under way and the final drive will be held from October 
1 to 15 under the Chairmanship of Mr. Gerald G. Ryan 
of Montreal. It is planned to build a new 800-bed chil- 
dren’s hospital on Céte St. Catharine Road to replace 
the present buildings which are inadequate. 


Saskatchewan 


On April 1, a working committee of the Saskatchewan 
Division continued the study of the problem of payment 
under prepaid medical plans. Since more and more people 
are being covered by these plans and the probability for 
the future is that most people will be covered, it is 
necessary to find a working arrangement for payment to 
both specialists and general practitioners. The opinions 
of this working committee will be thoroughly discussed 
by the Central Health Services Committee and recom- 
mendations forwarded to the Council. 

The Central Health Services Committee will meet early 
in May, not only to consider the question of the relation- 
ship of fees in prepaid plans but to continue its close 
study of the operation of the plans. 


Dr. Jens Dedichen, Professor of Medicine, University 
of Oslo gave the Second Tisdall Lecture at the Medical 
Building, University of Saskatchewan. It was an excel- 
lent address to the members of the Saskatoon and 
District Medical Society and the medical students on 
‘*Research Into Pernicious Anemia’’. Dr. Dedichen 
took time out during his stay in Saskatoon to explain to 
some members of the profession the organization of the 
medical services in Norway together with the internal 
organization of the medical profession there. 


Birch Hills Memorial Union Hospital has been opened 
with a rated capacity of sixteen beds. This replaces the 
old structure. 


The extension and re-organization of the St. Therese 
Hospital at Tisdale has been completed and officially 
opened. The capacity of the St. Therese Hospital is now 
seventy-two beds. 


The official opening of the new hospital at Langen- 
burg was held on April 25. 


The members of the Swift Current and District Medi- 
cal Society held a meeting in Swift Current on Wednes- 
day, April 25 to say good-bye to their member, Dr. C. T. 
Wolan, who is leaving for New York to pursue post- 
graduate studies. G. GORDON FERGUSON 


On June 12, 13 and 14, the Canadian Dietetic Asso- 
ciation is holding its sixteenth annual convention at the 
Hotel General Brock, in Niagara Falls, Ontario. 
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published in the interest of community medical service 


WHAT HAS HAPPENED TO 
TRANS-CANADA MEDICAL SERVICES? 


For a couple of years now doctors have been 
talking about the possible formation of Trans- 
Canada Medical Services, a doctor-sponsored, 
nation-wide organization of prepaid medical 
eare. And not only doctors are interested. Ever 
since the intention to form the service was an- 
nounced at the annual meeting in Halifax last 
June, the press has been asking the Association, 
“When can you tell us something more about 
Trans-Canada Medical Services?” Well, what 
has happened to Trans-Canada Medical Services? 

Before we go into that problem, suppose we 
explore the reasons for the need of such an 
organization. 

Why Have a Nation-Wide Service? Either 
through doctor-sponsored plans or through 
hospital association plans, medical care cover- 
age is now available in every province, you 
may say. Medical care problems ean best be 
handled regionally. Why try to weld the 
regional plans into a national body? 

There are these main purposes that would be 
served by a national body: 

1. Many large corporations, which have 
employees in many or all provinces, are anxious 
to obtain contracts to cover these employees. 
This can be done most efficiently through a 
national medical service and through one con- 
tract, rather than through contracts with each 
regional plan. But it is not the intention that 
Trans-Canada will supplant the regional plans. 
The contracts for such corporations would be 
signed through Trans-Canada but medical care 
would be supplied through the regional plans 
working under a common contract. 

2. The C.M.A.’s Statement of Policy reads, in 
part: 





‘<The Canadian Medical Association having approved 
the adoption of the principle of health insurance, and 
having seen demonstrated the practical application of 
this principle in the establishment of voluntary prepaid 
medical care plans, now proposes: (a) The establishment 
and/or extension of these plans to cover Canada; (b) 
The right of every Canadian citizen to insure under these 
plans; (c) The provision by the State of the health 
insurance premium, in whole or in part, for those 
persons who are adjudged to be unable to provide these 
premiums for themselves. ’’ 


That policy can be effected most speedily if 
there is a national medical care organization 
to supplement the rdle of the regional plans. 
If, for instance, it is necessary to co-operate 
with the federal government in attaining these 
objectives. Trans-Canada could act as repre- 
sentative of the regional plans. 
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3. Trans-Canada could act as a clearing- 
house for information, administrative counsel, 
statistics and as a public spokesman on medical 
care problems. 

What is C.M.A.’s Part in This? The Associa- 
tion is not in the business of selling prepaid 
medical care contracts and any decision to form 
a national organization rests squarely with the 
regional plans themselves. But C.M.A. is com- 
mitted, by its Statement of Policy, to foster 
prepaid medical care coverage and C.M.A. be- 
lieves that Trans-Canada Medical Services will 
help in that task. C.M.A.’s Committee on 
Eeonomies, acting for the General Council and 
the Executive Committee has therefore taken 
the initiative in promoting organization of 
Trans-Canada Medical Services. The Committee 
on Economies has sponsored four conferences 
of plan representatives to further the organiza- 
tion. Since last year’s annual meeting, the Com- 
mittee has been in regular communication with 
the plans and with C.M.A.’s provincial divi- 
sions, seeking a satisfactory basis for incorpora- 
tion of Trans-Canada Medical Services. With 
what result? That brings us back to the 
original question, “what has happened to 
Trans-Canada Medical Services?” Here’s the 
answer in a quotation from the report of the 
Committee: “The Committee on Economies has 
not received evidence that the important 
elements in this project, the plans of prepaid 
medical care, are yet prepared to co-operate 
with each other to the point of forming a 
national corporation.” 

Why? Are there insurmountable barriers to 
the formation of Trans-Canada Medical Serv- 
ices? There are problems. Let’s look at the major 


ones. 

1. Contracts differ considerably among 
regional plans. Formation of Trans-Canada 
would be facilitated if a uniform contract were 
devised, but the medical authorities think these 
differences could be reconciled without serious 
difficulty. 

2. Some of the regional plans are not doctor- 
sponsored but are units of Blue Cross Plans. 
Could both types unite in one organization? 
Yes. Neither group has objected to the inclusion 
of the other. 

3. A private bill in Parliament would be 
necessary to achieve incorporation but a less 
formal arrangement between the Plans would 
seem to be possible as the initial step. 

What's Holding Things Up, Then? Accord- 
ing to the Committee on Economics, it is noth- 
ing more serious than inertia. That and a 
certain reluctance to hammer out the all- 
important administrative details required for 
a national organization while they are faced 
with the problems of rapid growth at home. 
But the project has not ground to a halt. 
Invitations have gone out from the Committee 
for a conference of the plans to coincide with 
the C.M.A.’s annual meeting in June. Perhaps, 
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then, there will be good news about Trans- 
Canada Medical Services. 


AN OPINION ON HEALTH INSURANCE 


The point-of-view expressed in the following 
excerpts from an editorial in the Toronto Daily 
Star should interest doctors. 


Cost of Health Insurance 


‘*Dr. Mackinnon Phillips, Ontario minister of health, 
is expressing a superficial view when lie states that 
Canada is not economically ready for state health 
insurance. The people of Canada are able and only too 


willing to pay for comprehensive health insurance—if - : 


they could get it. Many are impoverishing themselves to 
meet medical, surgical, hospital, dental and other similar 
costs. What is worse, a great many are doing without 
health services they need because they are reluctant or 
unable to shoulder the expense involved. But most of 
them could well afford the payments necessary to main- 


en 
devoir 


Publié par l’Association médicale canadienne dans I’intérét des 
soins médicaux en commun 


OU EN EST LA QUESTION 
DES SOINS MEDICAUX TRANS-CANADA? 


Depuis une couple d’années les médecins dis- 
cutent de la création dune organisation de 
soins médicaux trans-Canada, une organisation 
qui serait patronnée par les médecins et qui 
fournirait des soins médicaux payés par antici- 
pation, a travers tout le pays. Il n’y a pas que 
les médecins qui y soient intéressés. Depuis que 
lon a fait part de ce projet a l’assemblée an- 
nuelle 4 Halifax, en juin dernier, les journaux 
ne ecessent de demander 4 Iassociation: “Ou 
en est le projet d’un service de soins médicaux 
trans-Canada?” Eh! bien, voici 14 ot en sont 
les choses: 

Avant de passer au probléme méme, exami- 
nons d’abord les raisons qui motivent pareille 
organisation. 


Pourquoi avoir une organisation nationale? 
Vous direz peut-étre que les services médicaux 
payés par anticipations sont 4 la portée des 
habitants de toutes les provinces, dans des 
associations patronnées soit par des médecins, 
soit par des hépitaux. Les problémes de l’as- 
surance-santé se réglent mieux dans une région 
a la fois... et pourquoi tenter d’amalgamer 
les organisations régionales en un_ tout 
national? 

Voici 4 quoi une organisation nationale ré- 
pondrait surtout : 

1—Des nombreuses compagnies qui ont des 
employés dans plusieurs provinces ou dans 
toutes, sont anxieuses d’obtenir des contrats 
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tain a state health insurance plan, which spreads the 
cost over a long period of time and among everybody in 
fair proportion. 

‘*Dr. Phillips states that voluntary plans ‘are doing 
pretty well in coping with the expenses of short-term 
illnesses’. The fact is that these plans, which serve a 
fine purpose as far as they go, are not open to a great 
many persons and are often denied to those who need 
them most. They fail to cover all health contingencies, 
leaving people open to the risk of illness or accident 
that would wipe out their life’s savings or run them 
hopelessly into debt. For the most part the organizations 
operating voluntary plans make their own rules. They 
can and do refuse further coverage when it suits them to 
do so. 

‘*Compulsory state health insurance is operating with 
satisfaction in 39 countries. The federal government has 
announced its readiness to proceed with a comprehensive 
scheme in Canada. But the B.N.A. act requires the 
participation of the provinces. It will be unfortunate if 
provincial opposition—including that of Ontario—de- 
prives the people of Canada of such a worthy social 
security measure. ’’ 


d’assurance pour tous leurs employés. Ceci se 
ferait de facon plus efficace par l’entremise 
d'une organisation nationale et au moyen d’un 
seul contrat, plutot que par différents contrats 
selon les différentes régions. D’ailleurs ce ne 
serait pas l’intention d’une organisation trans- 
Canada de supplanter les groupements région- 
aux. Les contrats assurant de telles compagnies 
seraient faits avee trans-Canada mais les soins 
médicaux seraient fournis par les groupements 
locaux en vertu d’un contrat uniforme. 

2—La déclaration de principes de AMC se 
lit en partie comme suit : 


‘*L’ Association Médicale Canadienne a approuvé le 
principe de 1’assurance-santé et a constaté qu’il est 
pratique par le rendement donné par des groupes 
d’assurance-santé & contributions facultatives payées par 
anticipation; elle endosse: (a) la création ou 1’extension 
de groupes de fagon & ce qu’ils rayonnent dans tout le 
pays; (b) le droit qu’a tout citoyen canadien d’obtenir 
de 1’assurance-santé; (c) le paiement par 1’Etat, totale- 
ment ou en partie, de la prime d’assurance-santé des 
citoyens qui sont jugés incapables de payer ces primes 
par leurs propres moyens.’’ 


Ce programme peut étre mis en vigueur trés 
rapidement s'il existe un groupe national qui 
offre les soins médicaux de facon a compléter le 
travail des groupements régionaux. Si, par 
exemple, il devient nécessaire de coopérer avec 
le gouvernement fédéral pour atteindre ces 
objectifs, trans-Canada pourrait servir de 
représentant aux groupes régionaux. 

3—Trans-Canada pourrait servir de centrale 
pour fournir des renseignements, des conseils 
sur le mode d’administration, des statistiques 
et comme porte-parole en ce qui touche la 
question des soins médicaux. 


Quel est le réle de l’AMC dans ceci? L’As- 
sociation n’a pas pour mission de conelure des 
contrats d’assurance-santé, et la décision de 
former un groupe national appartient stricte- 
ment aux groupes régionaux. Mais, dans sa dé- 
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elaration de principes, TAMC s’engage 4a 
promouvoir lassurance-santé et IAMC est 
d’opinion qu'une organisation nationale de soins 
médicaux est un pas vers la réalisation de cet 
objectif. 

Agissant au nom du econseil général et du 
comité exéecutif, le comité de Economie de 
VAMC a pris initiative de pousser l’organisa- 
tion du groupe trans-Canada. Le comité de 
Economie a patronné quatre conférences de 
représentants de groupes pour activer l’organi- 
sation. Depuis la derniére assemblée annuelle 
le comité est en relations constantes avec les 
groupements provinciaux et les sections pro- 
vinciales de l’Association afin de trouver une 
base satisfaisante pour la création du groupe 
des soins médicaux trans-Canada. Et ceci nous 
raméne a notre question de tout a lheure: 
“Qu’arrive-t-il du projet de soins médicaux 
trans-Canada?” La réponse se trouve dans cet 
extrait du rapport du comité: “Le comité de 
l’Economie n’a pas la preuve que les facteurs 
importants dans ce projet, qui sont les groupes 
d’assuranee-santé, sont préts 4 coopérer les uns 
avec les autres au point de pouvoir former un 
groupement national.” 

Pourquoi? Y-a-t-il done des obstacles in- 
surmontables 4 la eréation d’un groupe trans- 
Canadien? Assurément il y a des problémes. 
Examinons les plus sérieux. 

1—Les contrats différent sensiblement selon 
les régions. La création d’un groupe trans- 
Canada serait assurément facilitée si il existait 
un contrat uniforme, mais les autorités médicales 
croient que les divergences peuvent étre con- 
ciliées sans difficulté sérieuse. 

2—Quelques groupes régionaux ne sont pas 
patronnés par des médecins mais sont sous 
légide de la Croix Bleue. Les deux peuvent-ils 
s'unir dans un méme organisme? Oui! Ni l'un ni 
Yautre ne s’y objecte. 

3—Il faudrait présenter un bill privé au 
Parlement pour obtenir l’incorporation mais il 
semble possible d’abord de réaliser une entente 
cfficielle entre les divers groupes. 


Dans ce cas, qu’est-ce qui retarde? Selon 
le comité de l’Economie, rien de plus grave que 
la force de l’inertie. Joignez a cela une certaine 
hésitation 4 trancher des détails administratifs 
d’une organisation nationale alors qu'il y a 
encore 4 résoudre des problémes régionaux pro- 
voqués par la croissance. Le projet n’est pas a 
l'eau. Le comité a invité les différents groupes a 
un conférence qui coinciderait avec l’assemblée 
annuelle de l’AMC, en juin. Peut-étre recevra- 
t-on, 14 méme, des nouvelles encourageants au 
sujet du groupe trans-Canada. ~ 


UNE OPINION SUR L’ASSURANCE-SANTE 


Le point de vue suivant exprimé dans cet 
extrait d'un éditorial du Toronto Daily Star 
devrait intéresser les médecins. : 


Le coat de l’assurance-santé 


‘*Dr Mackinnon Phillips, Ministre de la Santé 
d’Ontario, exprime une opinion superficielle lors qu’il 
opine que le Canada n’est pas prét, économiquement, a 
accepter 1’assurance-santé d’Etat. Les citoyens canadiens 
sont capables de contribuer 4 1’assurance-santé et sont 
anxieux de le faire—si elle était disponible. Bon nombre 
se mettent a la géne pour rencontrer les frais de soins 
médicaux, d’hospitalisation, de chirurgie du dentiste, ete. 
Ce qui est pis encore, c’est que bon nombre se refusent 
les soins dont ils auraient besoin, tout simplement parce 
qu’ils ne veulent pas ou ne peuvent pas en supporter le 
fardeau financier. Portant la plupart de ceux-la pour- 
raient facilement payer les contributions nécessaires au 
maintien d’un plan d’assurance-santé d’Etat qui, lui 
répartit les cofiits & longue échéance et dans une propor- 
tion équitable pour tout le monde. 

‘*Dr Phillips déclare que l’assurance 4 contribution 
facultative pourvoit trés bien aux frais des maladies de 
bréve durée. Au fait, ce genre d’assurance qui donne 
d’excellents résultats dans les limites de son orbite, 
n’est pas accessible & tout le monde et n’est souvent pas 
a la portée de ceux qui en auraient le plus besoin. I est 
loin de prévoir tout les besoins possibles et il laisse les 
gens & la merci d’une maladie ou d’un accident qui peut 
dissiper toutes leurs économies ou les mettre en dettes 
pour le reste de leurs jours. Dans la plupart des cas les 
groupes d’assurance-santé 4 contributions facultatives ré- 
gissent leurs affaires comme ils ]’entendent. Ils sont 
libres de refuser d’assurer lorsque bon leur semble. 

‘*L’assurance-santé d’Etat obligatoire donne d’excel- 
lent résultats dans 39 pays ow elle est en vigueur. Le 
gouvernement fédéral a annoncé son désir de coopérer 
& un projet national au Canada. Mais 1’Acte d’Amérique 
Britannique du Nord nécessite la participation des 
provinces. I] serait malheureux que 1l’opposition des 
provinces—y inclus Ontario—prive les Canadiens d’une 
pareille mesure de sécurité sociale.’’ 





Forthcoming Meetings 


CANADA 

Maritime Hospital Association, Algonquin Hotel, 
St. Andrews-by-the-Sea, N.B., June 4, 1951. 

Society of Obstetricians and Gynzcologists of Can- 
ada, Annual Meeting, The Seigniory Club, Montebello, 
Quebec, June 16, 17, 18, 1951. 

Canadian Medical Association, Annual Meeting, 
Mount Royal Hotel, Montreal, Quebec, June 18 to 22, 
1951. 

The Canadian Society of Laboratory Technologists, 
National Convention, Hotel Fort Garry, Winnipeg, 
Manitoba, June 24 to 27, 1951. 

Congrés des Hoépitaux Catholique du Québec, June 
25 to 27, 1951. 


UNITED STATES 


The Association for the Study of Internal Secre- 
tions, 33rd Annual Meeting, The Chalfonte-Haddon 
Hall Hotel, Atlantie City, N.J., June 7 to 9, 1951. 

The American College of Chest Physicians, 17th 
Annual Meeting, Ambassador Hotel, Atlantic City, 
N.J., June 7 to 10, 1951. 

The American Medical Association, Annual Meeting, 
Atlantic City, N.J., June 11 to 15, 1951. 

American Congress of Physical Medicine, 29th An- 
nual Scientific and Clinical Session, Shirley-Savoy 
Hotel, Denver, Colorado, September 4 to 8, 1951. 

Second International Gerontological Congress, Hotel 
Jefferson, St. Louis, Missouri, September 9 to 14, 1951. 

American Hospital Association, St. Louis, Missouri, 
September 17 to 20, 1951. 


OTHER COUNTRIES 
International Congress of Military Medicine and 
Pharmacy, Paris, France (Physician General Dutrey, 
8, bis, rue de Recollets Paris X, Secretary General), 
June 17 to 23, 1951. 
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International Congress of Gynecology, Maison de la 
Chimie, Centre Marcellin, Paris, France, June 23 to 29, 
1951. 

The International Hospital Federation, Second Post- 
war Congress, Brussels, Belgium, July 15 to 21, 1951. 

International Congress of Clinical Pathology, 
London, England, July 16 to 20, 1951. 

International Poliomyelitis Congress, Copenhagen, 
Denmark, September 3 to 7, 1951. 

Congress of Anzsthetists, joint session of the Inter- 
national Anesthesia Research Society and the Interna- 
tional College of Anesthetists, 26th Annual Meeting, 
British Medical Association House, London, England, 
September 3 to 7, 1951. 

The World Medical Association, 5th General As- 
sembly, Stockholm, Sweden, September 15 to 20, 1951. 


(September 21, Meeting of the Medical Editors of the 


world, sponsored by the W.H.O.). 

International Congress of Anesthesiology, Nursing 
School of the Salpetriére, Paris, France, September 20 
to 22, 1951. 

International Association of Allergists, 
Switzerland, September 23 to 29, 1951. 

International Society of Surgery (Societe Interna- 
tionale de Chirurgie), 14th Congress, Paris, France, 
September 24 to 29, 1951. 


Zurich, 


ABSTRACTS FROM CURRENT 
LITERATURE 


Medicine 


Pregnenolone in Rheumatoid Arthritis, Dordick, J. R., 


Ehrlich, M. E., Alexander, 8S. and Kissin, M: New 
England J. Med., 244; 324, 1951. 


Twenty-five patients with active rheumatoid arthritis 
were treated with pregnenolone, either orally, intra- 
muscularly or by both routes, for an average period of 
fourteen weeks in dosage varying from 300 to 1,000 
mgm. daily. Two cases were improved and four showed 
slight questionable benefit. The only toxic reaction was 
headache which occurred in two patients and disappeared 
when the dose was diminished. Painful local induration 
regularly followed intramuscular injection of the drug 
and drainage of sterile abscesses was required in two 
instances. 

The authors are of the opinion that pregnenolone is 
ineffective in producing significant remissions in rheuma- 
toid arthritis. It was also ineffective in the treatment of 
eight additional patients with miscellaneous ailments 
(two cases of senile osteoporosis and one each of gout, 
acute rheumatic fever, arthralgia of unknown cause, 
chronic glomerulonephritis, amyotrophic lateral sclerosis 
and fever of unknown origin). NorMAN 8. SKINNER 


Khellin in the Treatment of Angina Pectoris. Osher, H. 
L., Katz, K. H. and Wagner, D. J.: New England J. 
Med., 244: 315, 1951. 


Khellin, a crystalline derivative of the eastern 
Mediterranean plant Ammi visnaga, was employed by 
the authors in the treatment of angina pectoris in a 
series of 32 patients. Treatment was controlled by the 
use of placebos, exercise tolerance tests, electrocardio- 
graphic studies and records of the number of nitro- 
glycerin tablets required by each patient throughout the 
period of study. 

Twenty-six of the 32 patients were benefited by 
khellin (marked improvement in 11, moderate in 11 and 
slight in four). The average dose was 160 mgm. daily 
and no serious toxic reactions were encountered. Khellin 
is advocated as a safe and effective drug for the treat- 
ment of angina pectoris. NORMAN S. SKINNER 
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Tuberculous Meningitis in Children Treated with Com- 
bined Streptomycin and Potassium Iodide. Rogue, F. 
T. and Cleve, E. A.: Dis. of Chest, 19; 319, 1951. 


Based on previous reports of an autolytic effect of 
iodide on caseous tuberculous material the authors 
treated three cases of proved tuberculous meningitis 
with streptomycin and potassium iodide. The average 
duration of streptomycin-treated T.B. meningitis is 19% 
days from onset to death. The three cases reported were 
treated with streptomycin 0.025 gm. b.id., ILM. and 
0.0125 gm. q.3 d., intrathecally to a total of 54 gm. and 
potassium iodide 10 drops of a saturated solution per 
day to a total of 50 ml. A 14 month old girl died after 
100 days of treatment, a 4 year old girl was discharged 
as an arrested case after 6 months of treatment, and 


» a three year old boy is improving after 9 months of 


therapy. This report is encouraging and the method of 
combined therapy is worthy of further trial. 
J. A. STEWART DORRANCE 


Management of Hemophilia in General Practice. 
Quick, A. J.: J. A. M. A., 145: 4, 1951. 


Hemophilia may occur as a sub-clinical form and 
rarely require medical treatment, or there may be pro- 
longed remissions between hemorrhagic exacerbations. 
Hemophilia is hereditary hence is present from birth— 
latent or active. Often the first indication of the disease 
is at circumcision (40%). Characteristically, the sub- 
cutaneous discolouration following bruising often ap- 
pears several days after the blow, as bleeding is often 
deep, in true purpura the formation of ecchymoses is 
prompt. Abnormal bleedings after dental extraction or a 
minor operation is often the first manifestation and, in 
some instances the only evidence of a bleeding tendency. 
Intra-auricular hemorrhage occurs when the patient first 
walks and later during relatively strenuous sports. 
Hemarthrosis denotes moderately severe hemophilia. In 
many hemophiliacs no family history is obtainable. 
Queen Victoria was a carrier, yet the family history was 
entirely negative. 

Nearly all the bleeding comes from arterioles. Small 
euts of capillaries rarely bleed abnormally. Capillaries 
close by primary contracting force and natural adhesion 
in injured endothelium. The back pressure from bleeding 
into tissues causes compression of the vessels and presses 
the walls together. The three main means of treatment 
are cold, pressure, and rest. An icebag may be all that is 
necessary, as cold produces a contraction of the vessels. 
Pressure plus an icebag is the most effective way of 
controlling a hemarthfosis, along with complete im- 
mobilization. Heat must not be applied to a newly 
traumatized area. A deep hemorrhage must not be con- 
fused with inflammation. Fibrin foam or gelatin foam 
with adrenaline and thrombin is useful for the control 
of bleeding tooth sockets. Bleeding of the oro- or naso- 
pharynx is a grave condition as it readily leads to block- 
ing of the airway and may necessitate a tracheotomy. 
Large deep hemotomata frequently cause atrophy of 
muscle or bone. 

Before a surgical procedure at least 500 ml. of fresh 
or lyophilized plasma should be given to adults and in 
proportion to children. The effect of transfusion should 
be assessed by the P.C. test. Any incipient hemorrhage 
that may involve a vital structure should be treated with 
a transfusion of plasma. The administration of ascorbic 
acid (200 to 500 units/day) and rutin (100 to 500 mgm.) 
may be of help. Calcium salts are useless in all hemor- 
rhagic diseases. As the hemorrhages may be deep and 
cause excruciating pain the common analgesics and seda- 
tives should not be withheld, the relief obtained far out- 
weighs the minimal bleeding tendency caused by some 
(salicylates). One of the most important problems is the 
prevention of contractures and ankylosis secondary to 
resolving hemarthroses. 

J. A. STEWART DORRANCE 
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Single, Circumscribed, Intrathoracic Densities. Abeles, 
‘-H. and Ehrlich, D.: New England J. Med., 244: 85, 
1951. 


Localized, circumscribed, intrapulmonary lesions are 
found on routine chest examinations and present a prob- 
lem in diagnosis. There is a tendency to adopt a conserva- 
tive attitude and to follow such patients with periodical 
x-ray, avoiding surgical intervention unless there is evi- 
dence of increasing size of the lesion. Such delay is in- 
advisable since malignant lesions may progress to the 
point where they are beyond surgical cure. The authors 
feel that, if thorough clinical investigation does not 
establish the benignity of the lesion, operative means 
should be immediately employed. Tomographic examina- 
tion is probably the most important measure in the 
differential diagnosis. The demonstration of calcific de- 
posits speaks for a benign lesion. The presence of a 
positive coccidioidin or histoplasmin skin test likewise 
indicates conservative handling of the patient. 

Of 44 patients with single, circumscribed intrathoracic 
densities, found during the course of mass chest x-ray 
surveys for the discovery of tuberculosis, a malignant 
lesion could not be ruled out after thorough investigation 
in 31 and exploratory thoracotomy was advised. Twenty- 
one underwent operation, of which eight turned out to be 
malignant (one metastatic). Of the ten patients who 
refused operation five were subsequently shown to have 


a definite malignant lesion. In the 13 cases who were — 


followed conservatively no evidence of malignancy has 
appeared during a follow-up period of at least two years. 

The early exploration of every single intrathoracic 
mass is recommended whenever a malignant lesion cannot 
be reliably ruled out. NorMAN 8. SKINNER 


Splenomegaly in Thrombocytopenic Purpura. Ehrlich, 
L. and Schwartz, S. O.: Am. J. M. Sc., 947; 158, 1951. 


In a study of 110 cases of thrombocytopenic purpura 
13 cases with palpable spleens were found and patho- 
logical studies showed that only one of these was of the 
true ‘‘primary’’ type of disease. The remaining 12 
spleens showed various types of disease including 
Gaucher’s disease, sarcoidosis, cirrhosis of the liver, 
hemolytic anemia, ete. The authors conclude that 
primary splenomegaly is a relatively uncommon condi- 
tion in diseases with lowered platelets. 

They make the interesting suggestion that in those 
diseases with bone marrow and spleen involvement and a 
secondary fall in thrombocytes it may be worth consider- 
ing splenectomy in the hope of causing a platelet rise 
notwithstanding the bone marrow involvement in the 
general disease. G. A. CoPpPING 


Modern Treatment of Syphilis. Thomas, E. W.: Bull. 
N.Y. Acad. Med., 27: 175, 1951. 


In the great majority even of late cases of syphilis 
treatment can be completed within 15 days. Late neuro- 
syphilis can now apparently be successfully arrested in 
over 90% of cases by 15 daily injections of 600,000 units 
of procain penicillin in oil and aluminum monostearate. 

For early acute syphilis 3 injections of 1,200,000 
units of the above preparation given at intervals of 2 or 
3 days should be sufficient therapy for 90% of cases. 
Not less than 1,200,000 units should be given for the 
first injection in the treatment of early syphilis. There is 
no advantage in spacing at weekly intervals over 3 or 4 
weeks, 

For late syphilis other than neurosyphilis a total 
dosage of 6,000,000 units given over a period of not less 
than 10 to 15 days should be adequate for most cases; 
daily injections of 600,000 units inthe experience of the 
Bellevue Hospital Rapid Treatment Centre for 15 days 
have been satisfactory in over 90% of cases. For relapses 
the total dosage should be doubled, but it is difficult to 
distinguish between true relapse of early syphilis and re- 
infection, the latter not requiring larger dosage. In 
relapsing or very resistant cases of neurosyphilis several 
patients had to be treated with increasing doses. It is 
rarely necessary to resort to metal or fever therapy with 


any type of syphilis. In penicillin resistant cases the 
author would be inclined to try aureomycin rather than 
metal therapy. 

Few cases of penicillin sensitivity of sufficient severity 
to preclude its use were encountered. The occurrence of 
circumscribed or gross urticaria does not mean that the 
drug cannot be resumed when the reaction subsides. The 
cases of prolonged or permanent sensitivity are revealed 
by patch or intradermal tests and in them continuance of 
penicillin is contraindicated. In them 4.0 gm. of aureo- 
mycin daily for 10 to 14 days can be tried. 

No treatment will restore permanently damaged nerve 
tissue, but the activity of neurosyphilis can easily be 
determined by c.s.f. examination. In other cases the 
means of distinguishing between active and inactive 
syphilis are more limited than in the case of tuberculosis 
or rheumatic heart disease; this is especially true in 
latent syphilis and cardiovascular syphilis. Positive sero- 
logical tests may continue for long periods after the 
infection has apparently been arrested by treatment. 
Seronegativity cannot be obtained in at least 70% of 
patients for 10 or more years after treatment for late 
syphilis. Continuing some kind of antisyphilitic treat- 
ment each year until the test becomes negative is con- 
sidered by the author to constitute actual malpractice. 
The present serologic tests must continue to be of para- 
mount importance but their limitations must be 
recognized. Latent syphilis can be permanently arrested 
more easily than neurosyphilis. On the basis of c.s.f. 
examinations made at semi-annual intervals it has been 
found at Bellevue that from 6 to 9 million units given 
over a period of 15 days has arrested all types of active 
neurosyphilis for a period of more than 3 years in over 
90% of 166 patients. 

Quantitative blood tests are a much less reliable guide 
to the activity of late syphilis than the c.s.f. tests in 
neurosyphilis. In general high titres will show a gradual 
fall to lower levels within a year after successful therapy 
of late syphilis. The amount of reagin in the blood is no 
guide to the amount of syphilitic inflammation present. 
We must learn more about reagin or other tests must 
become available. D. E. H. CLEVELAND 


Surgery 


Fibroadenosis. Atkins, H. J. B.: Brit. J. Surg., 38: 147, 
1950. 


At the Mastitis Clinic of Guy’s Hospital, 326 cases of 
fibroadenosis have been studied both clinically and histo- 
logically. The difficulty of determining the degree of 
nodularity, granularity, or lobularity of the breast that 
should be called abnormal is pointed out. A painful 
plaque beneath the nipple occurs in men, but fibro- 
adenosis is seen in women in the great majority of cases. 
Fibroadenosis is defined as a ‘‘painful or nodular 
condition of the breast, not due to new growth, bacterial 
inflammation, or fat necrosis’? and so to most surgeons 
means chronic mastitis. (Fibroadenoma is a localized 
lesion which is encapsulated, painless and occurs in 
young women.) The symptom of pain and a tender lumpi- 
ness is aggravated by the natural fear that it may be a 
eancer. The significance of pigmented discharges from 
the nipple and the natural history of the lesion are 
discussed. There is much doubt that fibroadenosis has any 
precancerous significance and treatment consists in an 
accurate diagnosis followed by reassurance and periodic 
examination, but when a definite lump is present it 
should be removed and a frozen section done. The author 
disapproves of simple mastectomy. BURNS PLEWES 


Carcinoma of the Rectum, Dunning, E. J., Jones, T. E. 
and Hazard, J. B.: Ann. Surg., 133: 166, 1951. 


In a study of 102 cases of adenocarcinoma of the 
rectum the factors influencing survival following com- 
bined abdominoperineal resection were evaluated. The 
survival rate for the series was 53% for 5 years, 47% 
for 8, 48% for 9, and 41% for 10 years. 

A grave influence on prognosis was found when venous 
invasion or perineural extension was demonstrated micro- 
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scopically. A significant effect was evident with micro- 
scopic redifferentiation, lymph node involvement and 
penetration into perirectal fat. Duke’s classification of 
the extent of spread was significant in predicting prog- 
nosis, for 19 of the 22 cases of recurrent carcinoma 
within two years of operation were of Duke’s Class C, 
and three were of Class B. Neither the location of the 
neoplasm within the rectum, nor the degree of circum- 
ferential involvement seemed of importance in predicting 
survival. BURNS PLEWES 


Non-operative Treatment of Retained Postoperative 
Common Duct Stones. Strickler, J. H., Muller, J. J., 
Rice, C. O. and Garonofsky, I. D.: Ann. Surg., 133: 
174, 1951. 


The suggestions made for the solution and washing 
away of the stone remaining in the common bile duct 
after operation are reviewed. In vitro experiments and 
clinical experience showed that ether or ether-aleohol are 
the only substances having effect in dissolving stones, 
and that ox bile, dog bile, sodium taurocholate, solution 
G, 0.5% acetic acid, papain or caroid had no solvent 
action. Four cases are cited and a technique that proved 
effective in three is described. 

Through the T-tube 1 in 500 nupercaine is passed to 
open the sphincter and release pressure and allow frag- 
ments of stones to pass. Ether is then flushed through the 
tube. This is done daily and persistently, in one case for 
14 weeks, till the cholangiogram is completely clear. Two 
eases cleared in a week. BURNS PLEWES 


Dermatology 


Application of Psychology to Dermatology, MacKenna, 
R. M. B. and Macalpine, I.: Lancet, 260: 65, 1951. 


This study from the Dermatological Department of St. 
Bartholomew’s Hospital is an attempt to specify with 
some precision the psychological factors involved in the 
production and cure of skin diseases. The ideal of a 
psychological and dermatological approach by a single 
clinician is considered impossible to achieve, hence fruit- 
ful co-operation between the dermatologist and the clini- 
eal psychologist is essential. Both must acquire a true 
conviction that psychology is a scientific discipline. 
Psychology should not be looked upon as a common-sense 
adjuvant to dermatologists but rather as a scientific 
instrument in dermatological research. If the psychia- 
trist is present during the dermatological interview, and 
if necessary adds a few casual questions to those of the 
dermatologist, it is often possible to obtain essential 
information while the patient—not realizing that this is 
also a psychological interview—has not yet mobilized his 
conscious or unconscious defences. A competitive spirit 
must not be allowed to enter into, or even replace, the 
co-operation, as it is unwise to attempt to draw con- 


clusions about the cause of the disease from the results . 


of the treatment. Psychological factors enter into every 
physical treatment; the doctor-patient relationship may 
far outweigh the benefit of a prescribed medication; also 
during psychological investigation or treatment an erup- 
tion of cutaneous origin may undergo involution because 
of unrecognized somatic influences, and the opposite may 
also occur. 

There are a variety of curative factors at work, in 
short, psychotherapy, e.g., reassurance, catharsis, ‘‘con- 
fession’’, alleviation of anxiety or guilt or ordinary 
intentional or unintentional suggestive influence. Evalua- 
tion of results must also take the time-factor into con- 
sideration. Even from ‘‘short treatment’’ cases con- 
siderable insight can be gained, as it is pointed out by 
Stokes and Beerman that clinical observation during the 
interview is a valuable aid to psychological diagnosis, an 
itching skin complaint often behaving as a sounding- 
board when a certain topic is mentioned. 

Reference is made to the view of some writers that 
adult endogenous eczema is based upon certain conflict 
patterns of an adult pre-conscious type—for instance 
over-dependence/dependence. But the eczema-asthma-hay- 
fever type of infantile eczema, for instance, cannot ‘be 


-psychoneurotic and psychosomatic 
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accounted for by this mechanism unless it is assumed 
that in infantile eczema a mental apparatus of such 
maturity exists that mental conflicts of an adult pre- 
conscious order can occur. Yet infantile and adult 
eczema constitute a nosological entity, and no theory 
which does not embrace both types can be considered 
complete or valid. The mental complexity of the adult 
observer may mislead him into reading his own compli- 
cated mental structure into the simpler mental structure 
of the infant. The infant cannot possibly experience 
conflicts of the same order as the adult. 

The questions of ‘‘primary gain’’ and ‘‘secondary 
gain’’, when the patient recognizes that a skin symptom 
is considered to be psychoneurotic; and the fundamental 
contribution which psychology may make to dermatology 
in establishing the clear differential diagnosis between 
manifestations are 
discussed. Psychoneurotiec symptoms occur when repres- 
sion is faulty, i.e., repressed unconscious conflicts break 
through mental defences. Psychosomatic manifestations 
are more primitive and their mechanism simpler, being 
mostly ‘‘affect equivalents’’—a disguised discharge of 
anxiety, fear, rage, etc., and due to a lack of discharge 
through conscious channels or to over-excitation and 
hence damming up. The detailed mechanism of such 
affect equivalents is not yet fully understood. 

Classical psychoanalysis, in which investigation and 
treatment coincide is the ideal treatment in psycho- 
neurotic cases, but is not practicable in an out-patient 
department. In psychosomatic cases other types of treat- 
ment are indicated. A warning is issued against too 
ready correlation of disease with personality types. Much 
must be done before certain skin diseases can be asso- 
ciated with definite psychological constellations. The urge 
to fasten certain skin diseases on to certain types is 
fraught with all the dangers of scientific short-cuts. 

The réle of aggressiveaess or masochism concerning 
each of which much has been written presenting it as the 
cause of skin disease has received much attention; but 
in each case there has been neglect of the dynamic 
approach. In the evaluation of ‘‘ precipitating factors’’ 
also the dynamic approach in study of the cases has 
been neglected. The reality value of these precipitating 
factors is much smaller than is usually assumed. The 
term ‘‘trigger reaction’’ in psychology must be viewed 
with the same suspicion. The psychologist is concerned 
rather with the cartridge which the trigger fires; he must 
discover how it got there and how it is that certain 
psychic constellations act as an explosive agent. It is 
suggested that a study of emotional expression both 
physiologically and pathologically is essential to ac- 
curate understanding. D. E. H. CLEVELAND 


Psychiatry 


Permanency of Glutamic Acid Treatment. Zimmerman, 
F. T. and Burgemeister, B. B.: Arch. Neurol. & 
Psychiat., 65: 291, 1951. 


This is the latest report by the investigators who 
introduced the glutamic acid treatment for mental re- 
tardation. Reports of other workers have both denied 
and confirmed the gains on intelligence testing imputed 
to this drug. This report is a follow-up of 38 of the 
original 69 children and adolescents who were available 
for psychological retesting 244 to 3 years after cessation 
of therapy. The authors conclude that the gains on 
intelligence test performance (of 5.00 points in I.Q. to 
6 months of treatment and 9.59 points for one year of 
treatment) are ‘‘remarkably well’’ maintained (average 
gain maintained of 3.64 points). They believe that the 
amount of gain on verbal intelligence testing is of 
greater importance in ‘‘determining’’ the permanency 
of effect than is the length of treatment, although the 
latter seems also to be a positive factor. The authors 
give their explanations for the negative results by others. 
One could still explain positive results by the amount of 
special attention given to the children during the period 
of treatment and the carry-over of improved functioning 
due to this. The authors do not seem to have proved that 
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glutamic acid has a specific physiological effect over and 
above such a morale factor. Glutamic acid is definitely a 
valuable agent even if it functions as a vehicle by which 
the mentally retarded child is given hope and encourage- 
ment, but we would still like to know if it does more 
than that. W. DonaLp Ross 


Experimental Studies on the Irritable Colon. Almy, T. 
P.: Am. J. Med., 10; 60, 1951. 


Fifty healthy persons and one hundred persons with 
irritable colon have been studied by direct proctoscopic 
observation and kymographie recording of pressure in a 
latex balloon in the lower colon at the same time as inter- 
view concerning subjective feelings and observation of 
expressions of emotion. Experimental stress was induced 
in some subjects by a hand in ice water or compression 
of the head with a metal band. Disturbances in motility 
in the colon were found regularly in association with 
conflicts between feelings of hostility and resentment 
and feelings of guilt and self-reproach. The statement 
of the author, which he does not substantiate, that this 
conflict does not differ materially from the emotional 
states which accompany other psychosomatic phenomena, 
is certainly to be questioned. However, a striking posi- 
tive finding convincingly demonstrated by his careful 
physiological observations is that an increase in tone 
and/or wave-like contractions in the sigmoid is associated 
with overt hostility and aggression, while a decrease in 
tone and/or contractions is associated with overt be- 
haviour symbolizing hopelessness and defeat. Such 
alternations in mood appear to be of importance in the 
production of spastic constipation and functional diar- 
rhea. W. DonaLp Ross 


Anesthesia 


Cyclopropane—A Clinical Evaluation. Griffith, H. R.: 
Anesthesiology, 12: 109, 1951. 


The author’s experience with the administration of 
cyclopropane dates back to 1933 and probably num- 
bers in excess of 20,000 administrations. These have 
carried a wide variety of patient types including all 
kinds of poor risk cases. At one time cyclopropane 
was used for 96% of all his surgical patients and only 
one patient has been seen by the author to die under 
cyclopropane. The object of this article is to outline 
various ways of keeping out of trouble with cyclo- 
propane. These include (1) the maintenance of a free 
and unobstructed airway either by pharyngeal airway 
or intratracheal tube; (2) the maintenance of adequate 
pulmonary ventilation; (3) the maintenance of a 
smooth level, (4) the avoidance of too strong concen- 
tration of cyclopropane in the anesthetic atmosphere. 

Cyclopropane shock has been demonstrated by Duffe 
to be due to retained excess carbon dioxide, but a 
similar condition can be brought about after any long 
anesthesia, with any agent, when there is respiratory 
depression without adequately controlled ventilation. 
The, patient goes into a state of circulatory collapse 
after the operation is over and this can only be 
avoided by continuous pulmonary ventilation through- 
out the course of the anesthesia by which means, 
coupled with the use of fresh soda lime, the excess 
of carbon dioxide can be prevented. 

The author feels that cyclopropane is the anes- 
thetic of choice for patients with serious heart disease 
who must undergo major surgical procedures. He does 
not feel that auricular fibrillation is a contraindication 
to its use despite its tendency to initiate pulse irregu- 
larities. The latter is more liable to occur in patients 
who have no obvious heart disease. When irregularity 
does occur and is persistent, he lightens the anes- 
thesia, if it is deep, and depends on curare for 
relaxation. 

Laryngeal spasm sometimes gives trouble during the 
intubation period with cyclopropane, or during the 
operation when the anesthesia is allowed to get light. 
This can best be overcome by forcing oxygen into the 





lungs by manual pressure on the bag, but it may be 
necessary to intubate. For this reason it is a good 
precaution to keep an endotracheal catheter which has 
some stiffness, and preferably with a stilet, ready for 
any emergency. Curare will relax the muscles of a 
spastic larynx and may be given under emergency 
circumstances. In conclusion, the author feels that 
while cyclopropane is not the only useful anesthetic 
available, it is a valuable agent particularly for bad 
risk cases. It is potent yet controllable, it allows good 
oxygenation and is rapidly eliminated without meta- 
bolie or visceral damage. F. ArTHUR H. WILKINSON 


Pediatrics 


Situs Inversus. Tanner-Cain, N. and Crump, E. P.: 
J. Pediat., 38; 199, 1951. 


The authors quote 3 cases of situs inversus. The 
incidence (1:1,400-1:35,000) is difficult to ascertain as 
the condition-may remain compatible with normal life, 
and remain undiagnosed. Frequently it is found on 
routine x-ray examinations. When discovered, the pa- 
tient or parents should be told, as such information 
may be of help in the diagnosis of left-sided acute 
appendicitis. Frequently it may be accompanied by 
other congenital malformations, either compatible or 
incompatible with life. The frequency of situs inversus 
and bronchiectasis occurring together is fairly com- 
mon. Attention is drawn to the fact that the condition 
may be a perfect mirror image of the normal and a 
flat film of the chest may be read as ‘‘heart normal 
in size and position’’ after reversing the film. Hence 
particular care must be paid to the workings and 
check by fluoroscopy and Ba. G. I. series. 

J. A. STEWART DORRANCE 


The Feeding of Premature Infants. Hardy, J. B. and 
Goldstein, E. O.: J. Pediat., 38: 154, 1951. 


In recent studies 145 premature infants were divided 
into three groups. A group were fed 120 to 130 
eal./kgm. body weight and showed the least gain in 
weight with longest hospitalization. B group were fed 
on a semi-demand regimen after 14 days of age. They 
showed a greater daily weight increment and a shorter 
hospital stay. C group were fed on a demand schedule 
after the second day. They showed the greatest aver- 
age daily gain in weight and shortest stay in hospital. 
All infants were weighed three times per week and 
records were kept of caloric intake, number and type 
of stools, vomiting and/or regurgitation. In the inter- 
val between the time the premature infants were two 
weeks of age and reached a weight of 2,500 gm. the 
daily calorie intake and the number of bowel move- 
ments were averaged. No diarrhea was encountered. 
This work shows that feedings of high caloric value 
will increase the mean daily gain in weight and will 
shorten the period of hospitalization. No ill-effects are 
noted if the formula is increased with the infant’s 
desire. J. A. STEWART DORRANCE 


Non-bacterial Pneumonias. Syverton, J. T.: Dis. of 
Chest, 18: 456, 1950. 


Non-bacterial pneumonia may be caused by at least 
twelve known viruses, one rickettsia, two fungi, one 
protozoa, and ten unknown agents which are probably 
virus in orgin. These may occur as pandemic, epidemic, 
endemic, or sporadic. Roentgenologically these have a 
marked variation, yet there is a pulmonary opacity 
which tends to merge with the surrounding pulmonary 
tissues. This opacity may rapidly progress, regress or 
remain stationary, or transitory changes may appear 
and disappear within twenty-four hours. Lesions may 
vary in extent from locular, usually in the hilar region 
to multilobar. The lesions commence as hilar fan- 
shaped opacities and thence spread toward the peri- 
phery with mottling about the hilum and hazy lung 
fields. Atelectasis commonly occurs and may be con- 
fused with tuberculous fibrosis. Clinically the onset is 
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gradual and ill-defined. Oftentimes it commences as a 
cold or grippe. Cough, malaise, headache, and chills 
are common, lasting for the duration of the infection, 
coryza and sore throat occur less frequently. Cough is 
usually associated with substernal pain and is non- 
productive in many cases, in the early stages becoming 
purulent and blood-tinged later. The ill-defined char- 
acter and overlapping symptoms show the difficulty in 
making a diagnosis between non-bacterial pneumonia, 
pyogenic bacterial pneumonia, tuberculosis, tularemia, 
brucellosis and neoplastic infiltration of the lung. 

No definite diagnosis may be made from dominant 
anatomic involvement as shown by roentgenogram; 
equal dependence is made upon clinical findings and 
laboratory investigation — bacterial, sputum, naso- 
pharynx, blood, chemistry; urinalysis, routine and 
culture. One must attempt to make a specific diagnosis 
before antibiotic therapy is undertaken and not be 
satisfied with non-specific antibiotic ‘‘shot-gun’’ 
therapy. J. A. STEWART DORRANCE 


Methylene Blue in the Treatment of Methzemoglobin- 
emia in Premature Infants Caused by Marking Ink. 
Etteldorf, J.: J. Pediat., 38: 24, 1951. 


Eight cases of methemoglobinemia occurred in pre- 
mature infants following the use of new and freshly 
stamped diapers, using an aniline ink. The infants had 
suddenly become listless, refused formule, and had 
a dusky hue. The incubators had a very heavy odour 
of free aniline. The infants ranged in birth weight 
from 1,106 to 1,985 gm. and in age from six to 
twenty-six days. Methemoglobin values were 30 to 
55% of total hemoglobin. All received methylene blue 
intravenously 0.1% solution 1.5 gm. per kgm. body 
weight, and thirty minutes later none were cyanotic. 
All made an uneventful recovery. This type of condition 
has occurred many times and intravenous methylene 
blue has proved to be the most satisfactory remedy. 
This also draws attention to the danger of using 
freshly stamped garments or bedding. 

J. A. STEWART DORRANCE 


Compulsory Rooming-in in the Ward and Private New- 
born Service at Duke Hospital. McBryde, A.: 
J. A. M. A., 145: 265, 1951. 


During a three-year period 90% of the 2,067 white 
infants born at Duke Hospital were kept in the room 
with the mother. Maternal causes for nursery popula- 
tion were: toxemia, maternal infection, Caesarean sec- 
tion, essential hypertension and post-partum hemor- 
rhage. Infant causes were: infection, excessive mucus, 
difficult labour, Rh-negative mother, cerebral injury 
and malformations. Only those infants who spent less 
than twenty-four hours in the nursery initially were 
included. 

The procedure was considered a failure when for 
any reason it was found necessary to remove the 
infant from the mother’s room. The newborn infants 
are bathed and dressed in the delivery room, placed in 
single bassinettes and then transferred to the mother’s 
bedside, to remain so for the hospital stay of two to 
ten days. During the first twenty-four hours the in- 
fant must be watched closely by the hospital staff as 
the mother may be fatigued or sedated, and the 
infant’s pharyngeal mucus is heaviest. Thereafter the 
mother looks after the infant, changing diapers and 
establishing a self-regulating breast feeding schedule 
by noticing the infant’s hunger rhythm. The percent- 
age of infants who are breast fed has increased from 
35 to 58.5% on discharge. The incidence of infections 
has decreased and the infants cry less when they are 
near their mothers. Almost immediately the infant 
meets his parents, and the father is encouraged to 
help with the baby, hence they too share the responsi- 
bility at once. 

Rooming-in is advantageous to all concerned and the 
cost is less than of a newborn nursery. Infections 
among patients and personnel are reduced and it is 
of marked advantage to a newborn infant’s start in 
life. J. A. STEWART DORRANCE 
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Health Hazards from Insecticides. 
Brit. Med. Bull., 7; 23, 1950. 


In this article the author presents a brief review of 
the health hazards that may be encountered as a result 
of the increasing use of synthetic insecticides for the 
treatment of growing crops and stored food products. 
After giving a general outline of the problem as ex- 
perienced in Great Britain, he discusses in detail the 
toxic properties of a few representative insecticides. 
Much of the information was obtained from animal 
experiment. 

The hazards are indicated as they occur at various 
points of danger: (1) Firms manufacturing the active 


Barnes, J. M.: 


. mgredients of the insecticide preparations. Although the 


potential hazards here are very great, the firms are well 
aware of the poisonous nature of the materials, and the 
small working population exposed to the risk is well 
protected. 

(2) Firms manufacturing a great variety of prepara- 
tions and active ingredients in the form of dusts, smokes, 
liquid concentrates, aerosol spray mixtures. These 
products are tested in experimental gardens and orchards, 
and approved by the Ministry of Agriculture. The 
hazards encountered here are severe but the working 
population is on the whole, under careful supervision, 
and kept well informed about the material being handled. 

(3) Application of insecticides to crops. The hazards 
involved in this process affect farmers, market gardeners 
and private citizens. They can, however, be assessed; 
precautionary measures can be recommended, and in gen- 
eral enforced. Of the population thus exposed, employees 
of firms which undertake contract spraying encounter 
special risks. The author considers it significant that 
deaths among men handling agricultural chemicals in 
Great Britain have within recent years been almost 
entirely confined to the employees of such firms. 

(4) Marketing of foodstuffs contaminated by in- 
secticides. This brings a much more insidious danger to 
the whole population. A tendency to belittle the risks has 
been apparent. There is urgent need for acquiring more 
information on chronic poisoning by insecticides before 
their use becomes too widespread and accepted as part of 
normal agricultural practice. 

Following this, the toxie properties of certain typical 
insecticides are presented, together with symptoms of 
poisoning. The materials discussed are: tetraethyl 
pyrophosphate and parathion; pyrophosphoric tetrakis 
dimethylamide; 3:5 dinitro-orthocresol and, dichloro- 
phenyl-trichlorethane and benzene hexachloride. 

Safeguarding the public health is a grave responsi- 
bility. In the author’s opinion more effort should be 
devoted by manufacturers and users of insecticides to 
the study of methods of analysis and the mode of action 
of these materials. Before they are exploited adequate 
information should be available regarding their toxic 
properties towards mammals, including man. 

MARGARET H. WILTON 


Eyes in Industry. Wright, W. D.: Brit. Med. Buill., 
7: 90, 1950. 


To control the visual situation by appropriate design 
of the lighting, by the choice of background and by the 
design and colouring of the objects in the field of view, 
is the aim of the visual expert. Its attainment would not 
only simplify the work of an operator in a factory and 
lessen his eyestrain and bodily fatigue, but would lead 
to greater efficiency and higher output. To date the 
scientific approach to this has been left largely in the 
hands of physicists and illuminating engineers, but in 
this article the author contends that illuminating 
engineers, oculists, ophthalmic opticians, artists, archi- 
tects and physicians can all contribute. 

The problem of vision and lighting, in any particular 
industrial operation may be subdivided into four parts: 
the analysis of the visual task; the determination of the 
optimum type of lighting and the best arrangement of 
the parts that have to be manipulated; the selection, if 
required, of operators with vision suitable for the task; 
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AsoveE: Blastomycosis, with heavy skin involvement. 
Upper Ricut: Control of infection after treatment. 


Picture 
the patient 


... from initial diagnosis 
to final discharge 


Make photography routine. That’s the pro- 
cedure being established in more and more 
hospitals and clinics... by many physicians. 
Photograph each patient when first seen... 
photograph al] phases of the case, in black 
and white or full color, at designated intervals 
until dismissal. 

Thus, documentation is complete... with 
adequate material available in all significant 
cases for records, instruction, publication. 





Serving medical progress through Photography and Radiography 
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Two lights in reflectors are 
arranged as indicated above. 
Light A is at camera level; 
light B is 24” higher than 


the camera. 











BLASTOMYCES DERMATITI- 
pis: A—Budding cells in 
pus. (Photomicrograph.) 
B—Giant. colony in Sabou- 
raud’s agar. C—Growth of 
test tube cultures on two dif- 
ferent media at room and 





body temperatures. 
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In black-and-white photography, use the Kodak Film 
appropriate to the job. Available in orthochromatic 
and panchromatic emulsions in different contrasts and 
speeds . . . in sheets and rolls of all needed sizes. 

For information about black-and-white emulsions, 
see your Kodak dealer . . . or write direct. Ask about 
Kodak Super Panchro-Press, Type B; Ortho-X; Pana- 
tomic-X; Plus-X; Kodak Infrared . . . Canadian Kodak 
Co., Limited, Toronto 9, Ontario. 


Kodak products for the medical profession include: 


X-ray film, screens, and chemicals; electrocardio- 
graphic papers and film; cameras and projectors—still- 
and motion-picture; photographic film—full-color and 
black-and-white (including infrared); photographic 

papers; photographic processing chemicals; mi- 
crofilming equipment and microfilm. 
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the provision of visual aids where appropriate. Each 
stage has its own peculiar difficulties. 

In deciding the type and level of illumination re- 
quired, each task must to some extent be considered as 
an individual problem. Experiments support the ad- 
vantage of a light background and also of the well-lit 
and almost gaily decorated factory which can provide 
just the change of scene for the operator whose work is 
normally located quite near to him. The selection of the 
operator is very important. Some screening of operators 
should be attempted both for the happiness of the 
worker and the efficiency of production. This is particu- 
larly important in operations requiring good colour 
vision. Colour coding must be applied with caution and, 
wherever possible, distinctions of pattern should supple- 
ment distinctions of colour. The more extended use of 
optical aids is urged. 


In this article the author stresses the importance of 


planning and decorating a factory with a view to the 
prevention of accidents not only general bodily injuries 
but injuries to the eye itself. Here too the advantage of 
wearing goggles is indicated. MARGARET H. WILTON 


Book Reviews 


Health Instruction Yearbook 1950. Compiled by O. E. 
Byrd, Professor of Health Education, and Director, 
Department of Hygiene, School of Education, Stan- 
ford University. 270 pp. $3.50. Stanford University 
Press, Stanford, 1950. 


An annual edition of a comprehensive coverage of a 
wide variety of matters relating to health for the chrono- 
logical period of twelve months since the previous edition. 
The subject matter is topical, well arranged, and clearly 
presented as opinions expressed in current literature and 
happenings throughout the world. The extent of the 
bibliography together with an author and subject index 
provide an opportunity for reading the original material 
from which the abstract is taken. This would seem to be 
one of the book’s more useful functions. The volume 
deserves commendation for the extensive review it 
represents and the easy readability of the type. 


Textbook of Physiology and Biochemistry. G. H. Bell, 
Professor of Physiology in the University of St. 
Andrews at University College, Dundee; J. N. 
Davidson, Gardiner Professor of Physiological 
Chemistry in the University of Glasgow; and H. 
Scarborough, Professor of Medicine in the Welsh 
National School of Medicine of the University of 
Wales and Director of the Medical Unit in the 
Royal Infirmary, Cardiff. 918 pp., illust. $8.50. E. & 
S. Livingstone Ltd., Edinburgh; Macmillan Co. of 
Canada Ltd., Toronto, 1950. 


The subjects of physiology and biochemistry are 
among the most difficult for the average student. The 
time available for learning the principal facts is usually 
insufficient, and there are so many important ones to be 
remembered and correlated. The authors of this new 
book—an excellent team consisting of a biochemist, a 
general physiologist, and a clinician—have correlated 
and synthesized the numerous facts so that they appear 
as part of a great science which reveals the finer structure 
and co-ordination of the human body. The story is told in 
simple, clear English. It gives good references to easily 
accessible sources for collateral reading. 

It is obvious that in a book like this a certain amount 
of condensation is necessary. At times, perhaps, the ma- 
terial has been condensed at the expense of important 
information. The section on pulmonary circulation seems 
hardly adequate and electrocardiography too sketchy to 
give a good basis for practice in the field. The reviewer 
would like to see greater emphasis on those aspects of 
the subjects which throw light upon disorders of func- 
tion. Then, too, the chemical data are somewhat isolated 
from the discussion of living processes. On the whole 
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these are minor shortcomings. The book is sound and up 
to date. It is brief enough for use as an introductory 
volume and yet the authors have given it sufficient scope 
to cover the field comprehensively. ' 


Colour Atlas of Pathology. 546 pp., illust. $22.00. J. B. 
Lippincott Co., Philadelphia, London, and Montreal, 
1950. 

It is easy to understand why there should be a lack 
of atlases of pathology in colour. These things cost 
money and much highly skilled work. We are therefore 
more than fortunate in the present Atlas of Pathology, 
not only because its production has been made possible 
but that it should have been so superbly done. It has 
been prepared under the auspices of the U.S. Naval 
Medical School, and under conditions very interestingly 


* described in the foreword. It covers the blood forming 


and reticulo-endothelial systems, the respiratory tract 
and cardio vascular system, the alimentary tract and 
liver, the kidneys and musculo-skeletal system. The colour 
reproductions are of the highest possible excellence and 
there is adequate accompaniment of text. 


Cleft Palate and Speech. M. E. Morley, Speech Thera- 
pist to the Royal Victoria Infirmary, the Hospital 
for Sick Children, and the Newcastle General Hos- 
pital, Newecastle-upon-Tyne. 160 pp., illust., 2nd ed. 
$2.40. E. & S. Livingstone Ltd., Edinburgh; Mac- 
millan Co. of Canada Ltd., Toronto, 1951. 


This is a mandatory text for all interested in speech 
correction. Logically developed the text defines the 
normal growth, indicates the biological development of 
cleft palate surgery and describes in terms easily com- 
prehensible to non-medical personnel the dangers and 
basic considerations involved in each major approach to 
cleft palate surgery. In addition, the author. presents all 
problems associated with cleft palates and indicates a 
treatment in a lucid and rational style. The work is 
extremely well illustrated and her case histories are so 
selective as to graphically bear out the course of therapy 
in each condition. In her suggestions for treatment, she 
applies answers to the ever-recurring question as to why 
some postoperative cleft palates do not need speech re- 
habilitation and others apparently derive little benefit 
from extensive speech therapy. 

This book is noteworthy and commends itself to 
serious reading, not only because it is the first text to 
deal specifically with this area from the surgical as well 
as rehabilitation point of view, but also because of its 
clarity and simplicity in presenting a complex problem. 


Therapeutic Radiology. G. W. Holmes, Radiologist, 
Waldo County Hospital, Maine; and M. D. Schulz, 
Radiologist, Massachusetts General Hospital. 347 
pp., illust. $9.00. Lea & Febiger, Philadelphia; Mac- 
millan Co, of Canada Ltd., Toronto, 1950. 


This work has been designed primarily for the student 
and practitioner in the general field of radiology, rather 
than for the specialist in therapeutic radiology or as a 
book of reference. The opinions expressed, and the 
principles of treatment outlined are, to a large extent, 
those that have been evolved in the Tumour Clinic of the 
Massachusetts General Hospital for the past twenty-five 
years. No attempt has been made to discuss other treat- 
ment plans or techniques in any detail. — 

On the whole, the volume is an easily read, clear, con- 
cise review of the réle of radiotherapy in the treatment 
of benign as well as malignant lesions. The introductory 
chapters deal with the history of radiation, medical 
physics, and radiobiology. The remaining work is largely 
devoted to treatment planning and a discussion of the 
commoner lesions met with in therapeutic radiology, 
ending with chapters on protection in the radiothera- 
peutic department and some of the legal aspects related 
to the specialty. Brief reference is made to the réle of 
radioactive isotopes, but is not gone into in any great 
detail as a lengthy discussion of these therapeutic agents 
does not fall in the scope of this book. Exception might 
be taken to the views expressed by the authors that the 
choice of treatment of lesions localized in the anterior 
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When the patient settles down to ‘‘the comple- 
tion of life,’’ depression can so easily get the 
upper hand. The seemingly endless, daily rou- 
tine of living is approached with apathy, iner- 
tia and lack of interest; and the patient’s own 
outlook on life drags him down the path to 
eventual break-up—physical as well as mental. 
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reviving the patient's interest in life and living. 
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two-thirds of the tongue in most instances lies with 
surgery and whilst squamous cell carcinomata on the lip 
can be as satisfactorily controlled by means of x-ray or 
radium, they can equally well be controlled by surgical 
removal with cosmetic results which are entirely satis- 
factory. It is a pity that the authors have not included 
techniques of radium therapy generally and particularly 
with reference to these sites as it would not seem that 
the best that can be done with radiological procedures 
has been indicated. 

This volume is to be recommended as a general basis 
of treatment practice for the student and practitioner 
in the general field of radiology for which it is designed. 


Pneumoconiosis Beryllium, Bauxite Fumes, Compensa- 
tion. Edited by A. J. Vorwald, Director of the 


Trudeau Foundation and The Saranac Laboratory: : 


with the collaboration of M. Bowditch, T. M. 
Durkan, T. C. Waters. Leroy U. Gardner Memorial 
Volume. 659 pp., illust. $7.50. Paul B. Hoeber, Inc., 
Medical Book Department of Harper & Brothers, 
1950. 


This is a symposium on two relatively new occupa- 
tional diseases affecting the lungs, with a discussion of 
present views with respect to compensation for occupa- 
tional disease. The first of the two diseases considered 
was one which affects beryllium workers. The papers 
trace the story of the discovery of this disease in 1941 
in workers in a fluorescent lamp manufacturing plant in 
Salem, Massachusetts, through a long series of detailed 
clinical, anatomical and experimental studies which seem 
clearly to point to the conclusion that in man beryllium 
in certain forms may cause either an acute pneumonia, 
or a chronic granulomatous condition of the lungs. The 
second occupational hazard considered was Shaver’s dis- 
ease. The papers treating of this disease—three in num- 
ber—tell of its discovery among workers engaged in 
the processing of bauxite for the manufacture of 
corundum in or near St. Catharines, Ontario, of the 
steps taken to acquire information regarding the factors 
responsible for the development of progressive pulmonary 
fibrosis in workers exposed to fumes containing alumina 
and silica, and of the efforts being made to reduce the 
chances of workmen in this particular industry suffering 
irremediable pulmonary damage as result of exposure 
to injurious fumes. 

Compensation for occupational disease was considered 
from the view points of the industrial medical practi- 
tioner, of the medical referee, of the administration of 
the Workmen’s Compensation Commission in the State of 
New York, of insurance and of management. The portion 
of this volume which contains the presentations of the 
view points just described, along with the discussions 
which followed each, concludes with a chapter entitled 
‘*Synthesis of Viewpoints’’, the burden of which is that 
although much has been accomplished in the way of 
preventing workmen from being injured in the course 
of employment and of providing compensation for 
workers who suffer injuries, much still remains to be 
done. 


Advances in Internal Medicine. W. Dock, Long Island 
College of Medicine, Brooklyn, N.Y. and I. Snapper, 
The Mount Sinai Hospital, New York. Vol. IV, 349 
pp., illust. $10.00. The Year Book Publishers Inc., 
Chicago, 1950. 


This volume is made up of nine articles representing 
the work of 14 contributors and everyone familiar with 
current medical literature will admit that none of these 
contributors is unfitted for the task he was assigned. 
The subjects dealt with are not closely related and in- 
clude such diverse problems as nitrogen mustards, 
isotopes, brucellosis, hepatic diseases, neuro-muscular 
disorders, hypertension, sodium depletion and _§anti- 
coagulants. 

While all these subjects are presented with relative 
thoroughness and sufficient lucidity they are nof all of 
equal interest nor will they have the same range of 
appeal. Thus the description of nitrogen mustards and 
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of the isotopes are both well written and show that the 
authors have given much effort and care to the prepara- 
tion but it is scarcely to be expected that the general 
practitioner or the busy clinician will be as much at- 
tracted by these as he will be by the articles on brucel- 
losis, hepatic diseases and hypertension. There are 
several things in this work which will be of immediate 
help in applied medicine but there are also details and 
formule that are relevant only in the realms of labora- 
tory research and controlled clinical experiment. Ap- 
proval of this book as a whole must be made with the 
reserve which should attend the appraisal of all publica- 
tions labelled ‘‘Advances’’. At best, the value is 
ephemeral and the usefulness restricted to narrow limits. 
Those who have the time and the energy to keep abreast 
of medical thought as it gains an outlet in laboratory 
and clinical investigations will find the book stimulating 
and perhaps encouraging. It will sometimes fall short 
of their expectations because the story of medical pro- 
gress is a serial tale of which this is merely an in- 
triguing chapter and not the epilogue. 


Lehrbuch der Geburtshilfe. K. Burger, Professor and 
Director of the Women’s Clinic, University of 
Wurtzburg. 


For anyone with a knowledge of German, this book 
presents an up-to-date textbook and reference—well 
documented. In format, it compares very favourably 
with standard textbooks with which we are more 
familiar. 


Plastic and Reconstructive Surgery. A Manual of Man- 
agement. F. Smith, Consultant in Plastic Surgery, 
Blodgett Memorial Hospital, Grand Rapids, Mich. 
895 pp., illust. W. B. Saunders Co., Philadelphia, 
1950. 


The author, a recognized leader in his specialty, has 
presented a summation of his experience in plastic and 
reconstructive surgery since World War I. The basic 
principles are fully discussed and their methods of ap- 
plication are described in detail. The physiologic re- 
action of tissues to trauma, wound healing, scar contrac- 
tion and gradual restoration of function are fully 
described. From a wealth of experience, the author 
describes in progressive steps the procedures which he 
has found to be most effective. Pitfalls to be avoided, 
are emphasized throughout the book and are most im- 
portant. Diagnosis of the type and amount of tissue to 
be restored in a defect, is followed by description of the 
reconstruction step by step. The chapters on treatment 
of congenital and traumatic deformities of the face by 
Z plasty and multiple partial excision reveals the success 
which may be anticipated with a technique which he 
has long advocated and developed to perfection. The 
book covers reconstructive procedures on every part of 
the body and is profusely illustrated by excellent draw- 
ings, pre- and post-operative photographs and offers con- 
vineing evidence of the results obtained. The volume is 
well written, well printed and will be of value to the 
plastic surgeon, general surgeon and student. It should 
be included in every medical school and hospital library 
as a reference. 


Principles and Practice of Plastic Surgery. A. J. 
Barsky, Attending Plastic Surgeon, Beth Israel 
Hospital, New York City. 499 pp., illust. $11.25. The 
Williams & Wilkins Co., Baltimore; Burns and Mac- 
Eachern, Toronto, 1950. 


This volume is a good treatise on plastic surgery. The 
first six chapters are concerned with general principles 
and the remaining ten deal with the practice of the 
specialty. The repair of deformities of the orbit, nose 
ear, mouth and facial bones is discussed in detail and 
the author has drawn on his wide experience in selecting 
those procedures which he has found to be most success- 
ful. The text is profusely illustrated with line drawings 
and photographs which show the effectiveness of the 
methods described. The chapter on fractures of the 
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facial bones is well written and covers the subject ade- 
quately without inclusion of obsolete techniques, indi- 
cating special experience in this field. Plastic Surgery 
of the trunk is treated more briefly, but the chapters on 
the extremities and hand are extensive and fully illus- 
trated with cases from World War II. The final chapter 
describes the methods of constructing the various pros- 
thetic appliances commonly required. The text is concise, 
stresses personal experience and the volume is rendered 
more valuable by a well chosen bibliography listed after 
each chapter. General and plastic surgeons will find it a 
valuable text for reference and it will be useful to oral 
surgeons also. 


The 1950 Year Book of Obstetrics and Gynecology. 
Edited by J. P. Greenhill, Professor of Gynecology, 


Cook County Graduate School of Medicine. 570 pp., ° 


illust. $5.00. The Year Book Publishers Inc., Chicago, 
1950. 


This book, similar in format to the previous ones by 
this editor, is prefaced by a special article written by the 
editor, summarizing progress in obstetrics and gyne- 
cology in the last decade, 1940-50, and this progress 
report is excellent. Most of these advances are described 
in more detail in several articles in the book proper. This 
Year Book is well worth reading and though the subjects 
are in digest form, the references are presented for those 
who would like to read a special report in its complete 
state. 


Steroid Hormones and Tumours. Tumourigenic and 
Antitumourigenic Actions of Steroid Hormones and 
the Steroid Homeostasis Experimental Aspects. A. 
Lipschutz, formerly Professor of Physiology, Hon. 
M. Roy. Soe. Med. (Endocrinol.). 309 pp., illust. 
$6.75. The Williams & Wilkins Co., Baltimore; Burns 
& MacEachern, Toronto, 1950. 


This book is devoted to a very detailed study of W. 
O. Nelson’s discovery that tumours are produced in the 
guinea pig by steroids—essentially estrogenic steroids. 
In the first section, these tumours are described in great 
detail. It is shown that they are fibromatous, occur near 
the uterus or in the abdominal cavity, and cannot be 
produced in any other species (except possibly the 
rabbit). The second section discusses the fact that other 
steroids, ¢.g., progesterone, can inhibit the tumourigenic 
action of estrogens in the guinea pig. Finally, a third 
section is devoted to the theoretical significance of these 
findings. The author wonders whether there is, under 
physiological conditions, a balance between the tumour- 
igenie and antiturourigenic steroids, a question which it 
is hardly necessary to raise since the author himself 
points out that estrogens are secreted in a rhythmic 
manner and no tumours can be produced when the treat- 
ment with estrogens is not continuous. 

This work is most carefully and thoroughly done. The 
illustrations. are excellent and make the various points 
quite clear. By bringing in the various aspects of estro- 
gen metabolism, the author manages to keep alive the 
interest of the reader. Even so, there is an appalling 
contrast between the relatively minor significance of 
these queer tumours of the guinea pig on the one hand, 
and the size of the book and its ambitious discussions 
on the other. One cannot help feeling that the tremendous 
amount of work and funds spent by the author on this 
subject could have been more profitably used in the de- 
velopment of some significant branch of endocrinology. 
At any rate, this book has given a complete and final 
survey of estrogen-produced tumours in the guinea pig 
and should be of interest to the specialists. 


Handbook of Child Health. A. Furniss, Chief Assistant 
School Medical Officer, West Ham. 280 pp. 25/-. 
Sylviro Publications Ltd., London, 1950. 


This book is primarily intended for students pre- 
paring for the British Diploma in Child Health. Stydents 
working towards public health degrees and school nurses 
would also be interested in it. The first three chapters on 
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nutrition, growth and the diet of school children are too 
brief to be of much practical assistance. The sections on 
nursery schools, and on physically handicapped, mal- 
adjusted and mentally defective children contain much 
useful information. The examination of, and the special 
educational care required by deaf and blind children is 
described in considerable detail. The external diseases 
of the eye, postural defects, infestation, common skin 
diseases, bone and joint conditions and the school dental 
service are also discussed. The legislation governing 
handicapped children and the various forms used by 
school medical officers in the United Kingdom are de- 
tailed. The book would be considerably more useful in the 
U.K. than here. 


‘Diseases of the Heart and Circulation. P. Wood, Direc- 


tor, Institute of Cardiology, London. 589 pp., illust. 
70s. The Practitioner, London; Eyre & Spottiswoode, 
London, 1950. 


Many textbooks and monographs on cardiovascular 
disease have appeared during the past twenty-five years. 
This book by Paul Wood is smaller than some and 
larger than others, yet it belongs with those that are 
larger. It has a quality that is rarely found in scientific 
writing, namely, a readable style. The well informed 
cardiologist who may be familiar with most of the con- 
tents, will find himself enjoying reading this book and 
having pleasure from the clarity with which difficult 
subjects are explained and from the rhythm and quality 
of the language itself. The reader who looks for informa- 
tion, will find it in abundance and so well presented that 
it will be painless to acquire the new knowledge. 

The title of the book proclaims its bias. Formerly such 
books were entitled ‘‘Diseases of the Heart and Blood 
Vessels’’ or ‘‘ Diseases of the Heart and the Aorta’’ and 
the authors used anatomical considerations as the basis 
for clinical interpretations. By substituting the word 
‘“Cireulation’’, the author indicates that physiology, 
normal and abnormal, is the main foundation for the 
structure that he builds. The modern mechanical tech- 
niques of studying the heart and the circulation are 
given much prominence and space. The older techniques 
of percussion and auscultation are treated rather briefly 
but are not neglected when those conditions are discussed 
which call for their application. Plato has said, ‘‘He 
shall be as a God to me who can rightly descriminate 
and define’’. It would seem that the author would have 
fulfilled his avowed aim, ‘‘to maintain a proper balance 
between man and his instruments’’, if he had done a 
little more than he chose to do with bedside techniques. 
This is intended to be only a minor criticism of this 
textbook, which in this reviewer’s opinion, is probably 
the best representative of the English school of Cardi- 


ology. 


Skull Fractures and Brain Injuries. H. E. Mock, Con- 
sulting Surgeon, St. Luke’s Hospital, Chicago. 806 
pp-, illust. $15.00. The Williams & Wilkins Co., 
Baltimore; Burns & MacEachern, Toronto, Ont. 


This book is of value as being a very detailed account 
of the personal experience of a general surgeon who has 
made head injuries his life hobby. It includes 230 
personal case reports, and these are supplemented by 
nearly a thousand cases reported to him by his confréres 
and by many thousand hospital records. The book was 
disappointing to the reviewer in the inadequacy of its 
sections on anatomy, physiology and pathology. The 
author acknowledges his defect in the latter field and 
makes a strong plea for more adequate post-mortem 
examination of head-injury cases. 


The text has been poorly proof-read, as a result of 
which there are numerous errors which will make the 
book very difficult to follow by those who cannot correct 
it as they read. The reviewer was also unfortunate in 
receiving a copy of the work from which numerous pages 
of the bibliography and of the index were missing. 
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Books Received 
Continued from page 570 


Books are acknowledged as received, but in some cases 
reviews will also be made in later issues. 





Tropical Nutrition and Dietetics. L. Nicholls, Late Director 
of Bacteriological and Pasteur Institutes, and Director of Divi- 
sion of Nutrition, Ceylon. 476 pp., 3rd ed. $8.00. Bailliére, 
Tindall & Cox, London; Macmillan Co. of-Canada Ltd., Toronto, 
1951. 


Physiotherapy in Obstetrics and Gynzcology, H. Heardman. 
227 pp., illust. $3.00. E. & S. Livingstone Ltd., Edinburgh; Mac- 
millan Co. of Canada Ltd., Toronto, 1951. 


Maternal Care and Mental Health. J. Bowlby, Consultant in 
Mental Health, World Health Organization, Director, Child 
Guidance Department, Tavistock Clinic, London. 180 pp. 10/-. 
World Health Organization, Palais des Nations, Geneva, 1951. 


Modern Trends in Peediatrics. Edited by Sir L,_ Parsons, 
Emeritus Professor of Pediatrics and Child Health, University 
of Birmingham. 546 pp., illust. $13.75. Butterworth & Co. (Pub- 
lishers) Ltd., Toronto, 1951. 


Growth and Development of Children. E. H. Watson, As- 
sociate Professor, and G, H. Lowrey, Instructor, Department of 
Pediatrics and Communicable Diseases, University of Michigan 
Medical School. 260 pp., illust. $5.75. The Year Book Publishers 
Inc., Chicago, IIl., 1951. 


Addendum 1951 to the British Pharmacopeceia 1948. Published 
under the Direction of the General Medical Council pursuant 
to the Medical Council Act, 1862, and the Medical Act, 1950. 
114 pp. 17s. 6d. Official from September 1, 1951. Published for 
~ cere Medical Council by Constable & Co. Ltd., London, 
Mngland. 


Yellow Fever. Edited by G. K, Strode, Director, International 
Health Division, The Rockefeller Foundation, and John C. 
Bugher, etc. 710 pp., illust., lst ed. $12.85. McGraw-Hill Book 
Co. Inc., New York, Toronto, London, 1951. 


Hzemodynamics in Failure of the Circulation. W. B. Youmans, 
Professor of Physiology, Department ‘of Physiology, University 
of Oregon Medical School, Portland, Oregon; and A. R. Huckins, 
Research Assistant, Department of Physiology, University of 
Oregon Medical School, Portland, Oregon, 71 pp., illust. $3.25. 
Charles C. Thomas, Springfield, Illinois; The Ryerson Press, 
Toronto, 1951. 


The Neurosurgical Treatment of Traumatic Paraplegia. J. 
L. Pool,* Professor of Neurological Surgery, College of Physi- 
cians and Surgeons, Columbia University, New York 107 pp., 
illust. $4.00. Charles C. Thomas, Springfield, Illinois; The Ryer- 
son Press, Toronto, 1951. 


Chronic Ulcerative Colitis. J. A. Bargen, Division of Medi- 
cine, Mayo Clinic, Rochester, Minnesota. 59 pp., illust. $2.75. 
Charles ©. Thomas, Springfield, Illinois; The Ryerson Press, 
Toronto, 1951. 


Transactions of the American Goitre Association. 1950 Annual 
Session, March 9, 10, 11, Shamrock Hotel, Houston, Texas. 445 
pp., illust. $13.00. Charles C. Thomas, Springfield, Illinois; The 
Ryerson Press, Toronto, 1951. 


Roentgenologic Diagnosis of Diseases of Bones. D. G. Pugh, 
Assistant Professor of Radiology, Mayo Foundation. 316 pp., 
illust. $6.00. Thos. Nelson & Sons, Toronto, 1950, 1951. 


Bases of Human Behaviour. A Biologic Approach to Psychi- 
atry. L. J. Saul, Professor of Clinical Psychiatry, University 
of Pennsylvania School of Medicine. 150 pp., illust. $4.75. J. 
B. Lippincott Co., Montreal, 1951. 


Handbook of Pediatric Medical Emergencies. A. G. DeSan- 
cris, Professor of Pediatrics and Chairman of the Department 
of Pediatrics, Post-Graduate Medical School, New York Uni- 
versity-Bellevue Medical Centre; and C. Varga, Instructor in 
Pediatrics, Post-Graduate Medical School, New York University- 
Bellevue Medical Centre. 284 pp., Illust. $5.50. C. V. Mosby Co., 
St. Louis; McAinsh & Co., Toronto, 1951. 


Neurotic Counterfeit-Sex. E, Bergler. 360 pp. $6.50. Grune & 
Stratton, Inc., New York; The Ryerson Press, Toronto, 1951. 


Mammaplastik. Professor Dr. Med. F. Schorcher, Munchen. 
77 pp., illust. Verlag Der Rieger’Schen Universitatsburchhand- 
lug, Munchen, 1951. 


The British Encyclopzedia of Medical ‘Practice. Under the 
General Editorship of The Rt. Hon. Lord Horder, Extra Physi- 
cian to H.M. the King, Consulting Physician to St. Bartholo- 
mew’s Hospital, London, Vol. IV, 688 pp., illust., 2nd ed. 
Butterworth & Co. (Publishers) Ltd., Toronto, 1950. 


Administrative Medicine. H. Emerson, Editor, Professor 
Emeritus of Public Health, DeLamar Institute of Public Health, 
College of Physicians and Surgeons, Columbia University, 1007 
pp., illust. $10.00. Thomas Nelson & Sons, New York, Toronto, 
Edinburgh, 1951. 


The Collected Papers of Adolf Meyer. General Editor, E. E. 
Winters, Vol. Il—Psychiatry, with an introduction by Sir D. K. 
Henderson, Professor of Psychiatry, the University of Edin- 
burgh. 672 pp, $30.00—four volume set. The Johns Hopkins 
Press, Baltimore, 1951. 


Annotated Bibliography of Vitamin E 1940 to 1950. P. L. 
Harris and W. Kujawski. 184 pp. $3.00. The National Vitamin 
Foundation Inc., New York, N.Y. : 











New Books from LIVINGSTONE 


INCONTINENCE IN OLD PEOPLE 


By John C. Brocklehurst, M.D., 
formerly Research Fellow in the University 
of Glasgow. 


208 pages, 62 illustrations. 1951. $5.75 


Here is a book which merits careful 
study by those who spend much time 
among the long-term sick and incurables. 


DISEASE in INFANCY and CHILDHOOD 


By R. W. B. Ellis, O.B.E., M.A. 
M.D., F.R.C.P., Professor of Child Life 
and Health, University of Edinburgh. 


704 pages, 300 illustrations, 1951. $8.00 


This superbly illustrated new book is 
intended primarily as an introduction to 


clinical pediatrics for thos¢ who are: 


already familiar with the natural history of 
disease processes in adult life. 


THE MACMILLAN COMPANY of CANADA LIMITED 
70 Bond Street Toronto 2, Ontario 














PHYSICAL EXAMINATION 
IN HEALTH AND DISEASE 


By Rudolph H. Kampmeier, Vanderbilt Uni- 
versity School of Medicine. Specially written 
for the undergraduate student and practising 
physician, this new textbook covers the 
fundamentals of the physical examination. It 
gives reasons—anatomic, physiologic, or path- 
ologic—for physical manifestations when the 
cause is not obvious. Examination of the 
patient is related to the clinical practices 
underlying diagnostic accuracy. 841 pages, 
550 illustrations, 1950, $9.75. 


Williams 
OBSTETRICS 


By Nicholson J. Eastman, Professor of 
Obstetrics, Johns Hopkins University. A 
famous textbook brought up to date for the 
physician in general practice, the obstetri- 
cian, gynecologist and student in training. 
Approximately 55 per cent of the text and 
over one-third of the illustrations are new. 
1200 pages, 667 illustrations, tenth edition, 
1950, $15.00. 
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University Street, Montreal, not later than the fifteenth 
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CANADIAN CANCER SOCIETY. TAKE NOTICE that the 
1951 Annual Meeting of CANADIAN CANCER SOCIETY will be 
held at _the Seignory Club, Montebello, Quebec, Canada, on 
Wednesday, June 13, 1951 at 2.30 o’clock in the afternoon 
(E.S.T.) to receive and, if thought fit, approve and adopt the 
reports of the Directors and Auditors and to transact such 
other business as may properly be brought before the meeting. 
By Order of the Directors. May 10, 1951. George Pifher, Secre- 
tary-Treasurer. 


NOTICE.—APPLICATION FOR INTERNSHIP AT ST. LUKE 
HOSPITAL. St. Luke Hospital‘in Montreal will consider the 


; applications of doctors requesting rotating internship through 


its various services. St. Luke Hospital has a capacity of 456 
beds and is approved by Canadian Medical Association and also 
approved by the American College of Surgeons; the quarters 
for interns were very recently furnished and offer first rate 
accommodation; salary, $75.00 per month through the first year; 
$100.00 per month the following year. Written applications 
should be sent _ to Dr. Harold Tétreault, St. Luke Hospital, 
1058 St. Denis Street, Montreal, Que, 


POSITION WANTED.—Pediatrician. Writing cerification 
this fall. Would like association _with clinic group. Preferably 
Ontario. Apply to Box 177, Canadian Medical Association 
Journal, 3640 University Street, Montreal. 


New Toronto 210, or writing or calling to T. Shaw Keith 
Realtor, 1557 Lakeshore Road, (near 36th St.), Long Branch, 
Ontario. 


FOR SALE.—A thriving village practice on the Niagara 
Peninsula. Modern home, oil heating with all conveniences. 
Hospital within easy driving distance over aved roads. 
Splendid opportunity to do surgery if desired. er selling 
for health reasons, Apply Box 113, Canadian Medical Associa- 
tion Journal, 3640 University Street, Montreal. , 


FOR SALE.—Excellent General Practice in Northern Ontario 
Town, House and office combined, steam heated. Owner wishes 
ill_ introduce successor. 
further particulars, — to Box 132, Canadian Medical Asso- 
ciation Journal, 3640 University Street, Montreal. 


FOR. SALE.—Nursing home for sale by owner. Well recom- 
mended, and unusual nursing home in Vancouver Island beauty 
spot. Only chronic hospital north of Victoria district. House 
for 15 patients, new automatic oil heating. Three cottages for 
staff (2 furnished). One acre of ground with beautiful views of 
sea and mountains. Comfortable home and living. Near fishing 
and golfing. Illness cause of sale. Price thirty-five thousand, ap- 
proximately fifteen thousand cash. Particulars Carmichael, Box 
67, Comox, B.C. 


FOR SALE.—Large, lucrative, unopposed practice in small 
town in south-western Ontario. Close to open hospitals and 
lake. Modern house and office combined. Purchase price little 
more than 50% one year gross. Owner specializing. Available 

y, 1951. Apply to Box 983, Canadian Medical Association 

,» 3640 Un versity Street, Montreal. 


Available July 15. 
Medical Association Journal, 3640 University Street, Montreal. 


FOR SALE.—Large general practice, Fort Coulonge, Que. 
(Pop. 1,700). Excellent opportunity for ambitious young doctor. 
Twenty miles from new 52 bed ope : 
from compensation and mine contracts. Large brick home with 
office. Electric stove, refrigerator and furnishings if desired. 
Price $8,500 with reasonable terms. Apply to Box 153, Canadian 
Medical Association Journal, 3640 University Street, Montreal. 
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